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ABSTRACT 
Anton, Basil/ M.A., 1980 Psychology 
A Comparison of Live versus Automated Treatments for 
the Reduction of Public Speaking Anxiety: Systematic 
Desensitizatlon and Hypno-Behavloral Treatment (111 
PP. ) 
Director: Philip H. Bornsteln 
The present Investigation compared two preprogrammed 
treatments -- systematic desensitization and 
"hypno-behavioral treatment" — for their relative 
efficacy in reducing ?uf>lic speaking anxiety. 
Additionally, the effectiveness of the above-noted 
treatments was examined under both live and automated 
conditions of presentation# Sixty speech anxious 
subjects were randomly distributed from stratified 
blacks of hypnotic susceptibility to five treatment and 
control conditions (*? = 12 in each): (a) systematic 
desensltization, live? (t>) systematic desensitization, 
automated* <c) hypno-behavioral treatment, live? (d) 
hypno-behavioral treatment, automated? and (e) waiting 
list control. All treatment groups met for three 
weakly 90-mlnute sessions. Treatment effectiveness was 
assessed both by self-report and motoric measures, 
administered to all subjects at both pre- and 
post-treatment. The results Indicate systematic 
desensitization and "hypno-behavioral treatment" to be 
comparably effective in reducing public speaking 
anxiety. Additionally, the automated mode of 
presentation proved to be as effective as the live mode 
for both treatment methods- Relative to controls, 
treatment subjects improved significantly as assessed 
by the self-report measures, administered to all 
subjects at both pre- and post-treatment. Motoric 
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Public speaking anxiety has been the subject of 
considerable concern and investigation for over four 
decades. At present, it continues to attract the attention 
of researchers and practitioners in the fields of speech 
communication and psychology who strive to gain increased 
understanding of this widespread problem and to develop 
effective and efficient procedures for its alleviation. The 
prevalence of public s?eaking anxiety is veil-documented. 
In a nationwide survey of American adults, Bruskin 
Associates (1973) found the most frequently reported fear to 
be that of speaking in public, afflicting 40.6% of the more 
than 2500 adults surveyed. Among college populations, 
percentage estimates of students considered highly speech 
anxious typically range from 10 to 40 percent (Lohr & 
Mc^anus, 1975? McCroskey, 1973). Similar estimates have 
been reported among other populations, including elementary 
anl secondary school students, adults, and senior citizens 
(McCros«cey, 1977). 
iLaaiEaal Ati2.Laac.tiES to. Eutilic. S££afciaa Aoxiatx 
In a recent summary of the research on speech anxiety, 
McCroskey (1977) points out that up until the last decade, 
only one method was employed to help people overcome their 
speech anxiousness -- requiring the individual to speak in a 
public setting (e.g., public speaking classes, "show and 
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tell," oral book reports, required oral reading, church 
recitations, and graduate student seminar reports). 
McCroskey, having taught required public speaking courses 
for a period of nine years, and having subsequently 
researched their impact on communication apprehension (CA), 
concludes: 
Vhile required public sneaking performance and 
training in public speaking have great value for 
people with moderate or low CA, for people with 
high CA such experiences are worthless at best, 
harmful in most instances, and deeply traumatic in 
many (p. 99). 
Wrooks and Platz (1968) offer support for McCroskey's 
conclusions. In their investigation of speech training 
classes, they found that although 75% of the students 
experienced a reduction from their initial level of speech 
anriety, the reaaining 25* reported an increased level of 
CA. 
Although the public speaking class does not appear to 
be a viable method of helping the highly speech anxious, 
other treatment programs have been, and are being, developed 
In hopes of providing more effective and efficient means for 
the alleviation of this problem. The most extensively 
researched and most widely-applied treatment for speech 
anxiety has been systematic desensitization. Paul (1966) 
conducted a study comparing the relative efficacy of 
systematic desensitization and "insight-oriented 
psfchotherapy*1 (DET), The desensitization treatment proved 
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to be the more effective* producing consistently greater 
reductions in cognitive, physiological/ and motoric measures 
of speech anxiety. The insight-oriented treatment was found 
to be no more effective than the attention placebo condition 
included in the study, Paul and Shannon (1966) extended the 
original work of Lazarus (1961) on group desensitization/ 
treating speech-anxious subjects in a group therapy setting 
which utilized both discussion and desensitization 
procedures. They compared the pre-post changes resulting 
from this group method with those obtained previously for 
siailar subjects treated individually (Paul* 1966), They 
found the group and individual desensitization treatments to 
be comparable in their effectiveness. Although the subjects 
treated in the group setting received four more hours of 
therapy than those treated individually (9 as compared to 5 
hours of treatment)/ the authors point out that the group 
procedure was nonetheless aore efficient in terms of 
therapist time per client. 
Subsequent research has continued to examine not only 
the efficacy of desensitization procedures/ hut also their 
efficiency in application to this widespread problem, 
McCroskey/ Ralph/ and Barrick (1970) demonstrated that 
systematic desensitization could be successfully 
administered by persons with limited psychological 
backgrounds who are trained in its use, McCroskey (1972) 
found systematic desensitization to be an effective 
treatment when administered on a large scale' in the 
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classroom setting# Deffenbacher (1974) developed an 18-item 
/ 
standardized hierarchy for speech anxiety and evaluated its 
effectiveness in four systematic desensitization groups. 
This hierarchy proved to be effective, as measured by 
significant reductions in subjects" self-reported speech 
anxiety. Lohr and McManus (1975) developed a set of 
preprogrammed desensitization audio tapes which, when 
applied to individual speech-anxious students in the 
therapist's absence, proved to be comoarable in 
effectiveness to live group desensitization. The apparent 
conclusion to be derived from the research noted above is 
that systematic desensitization is both an effective and 
efficient means of treating soeech anxiety. 
Various other treatment methods have also been applied 
to the problem under consideration. Aside from their use in 
systematic desensitization procedures, relaxation techniques 
have been employed solely in the treatment of speech 
anxiety. Soldfried and Trier (1974) compared the 
differential effectiveness of standard progressive 
relaxation, a self control variant of relaxation emphasizing 
its use as an active coping skill, and a group discussion 
treatment included to control for placebo factors. They 
found that within group changes on both speech anxiety and 
general anxiety measures consistently favored the self 
control relaxation condition. This self control variant, 
however, failed to produce significant differences above and 
beyond those obtained in either the standard relaxation or 
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discussion group conditions, 
Pussell and wise (1976) compared the relative efficacy 
of group cue-controlled relaxation and group systematic 
desensitization treatments. Also investigated in this study 
were the differential effects of professional versus 
paraprofessional counselors In implementing these 
procedures. The findings of this investigation support the 
efficacy of both treatment methods in producing significant 
reductions in self-report speech anxiety measures. There 
were no significant differences obtained between either the 
two treatment procedures or the professional versus 
para?rofesslonal conditions. 
Various cognitive therapies have also been applied 
successfully in the treatment of speech anxiety. Karst and 
Trexler (1970) examined the efficacy of both fixed-role 
therapy (FRT) and ratlonal-enotive therapy (RET) as group 
administered treatments for speech anxiety. FRT, originated 
by xelly (1955), is based on a theory in which "constructive 
alternativism™ is a central theme. In the study under 
consideration, subjects in the FRT condition were aided in 
the exploration of the roles they had adopted in public 
speaking and in the consideration of available alternative 
roles. The RET condition followed the basic procedural 
outline introduced by Ellis (1958). This entailed the 
discussion and challenge of the "basic irrational ideas** 
underlying the subjects* anxiety, followed by the 
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suggestions of more rational counterparts by the therapist. 
The effectiveness of RET as a speech anxiety treatment 
has received further support in subsequent research (Trexler 
& rarst, 197">). Meichenbaum, Gilmore, and Fedoravicius 
(1971) compared the relative effectiveness of group 
systematic desenstization and a group insight treatment 
derived principally from Ellis's RET. The results indicated 
that these two treatment procedures produced comparable 
reductions in motoric and self-report measures. 
Other treatment approaches have received limited 
exposure as treatments for speech anxiety, but also with 
favorable results. Included among these are "in vivo" 
techniques (Kirsh, wolpin, S, FTnutson, 1975), the training of 
specific speaking skills (bright, 1976), and numerous 
treatment-combination programs which have integrated the 
elements of two or more different approaches. These latter 
treatment programs have successfully combined such 
techniques as self-relaxation and rehearsal feedback 
(Sherman, Mulac, & McCann, 1974), anxiety-inhibiting 
stateaents and relaxation Oleissberg, 1975), skills 
training, relaxation, and self-control verbalizations 
(Freaouw S. Harmatz, 1975), desensitization and RET 
procedures ("Cognitive Modification"? Weissberg, 1977), and 
cognitive restructuring and relaxation (Fremouw & Zitter, 
1978). 
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*cCroskey (1977), in his research summarization on 
conaunication anxiety, concludes that at present only 
systematic desensitization has been clearly demonstrated by 
numerous investigators to be an effective speech anxiety 
treatment. Although it is true that the other treatment 
methods have been as widely tested as the desensitization 
procedures, group insight (Meichenbaum et al., 1971), 
cue-controlled relaxation (Russell %, Wise, 1976), and 
cognitive modification (Weissberg, 1977) were all found to 
be as effective in reducing speech anxiety in comparison 
treatment studies. Additionally, other treatment approaches 
which have received only limited attention to date, 
nonetheless appear quite promising. 
Further research is needed not only with regard to 
thase treatment methods noted above, but also with respect 
to the investigation of alternative approaches yet to be 
applied in this area. One such approach which has been 
suggested is the use of hypnosis. Barker, Cegala, Kibler, 
ami Vahlers (1972), in their review of the research on 
hypnosis related to speech communication, conclude: 
At the very least, hypnosis appears to have 
considerable potential for the reduction of speech 
anxiety and such systematic research is long over 
due (p. 35). 
As will be revealed in the section to follow, their 
suggestions were yet to be acted upon. 
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<z£21XE Ev&DQthSCaSY lESatESDiS 
Much success has been reported in the literature with 
respect to individual hypnotherapy treatments# Within the 
individual therapy context, hypnosis has been effectively 
employed in the treatment of a wide variety of both medical 
and psychological problems# Although the success of this 
work has been amply represented in the literature, reports 
on the use of group hypnotherapy are noticeably sparse 
(Araoz, 1979? Perline, 1968). Nonetheless, those reports 
which have appeared in this area testify to the efficacy of 
such treatments in dealing with a broad range of problems# 
Group hypnotherapy has been used with favorable results in 
the treatment of enuresis (Killer, 1957), weight reduction 
(Glove, 1961? Hann, 1959), reading and learning 
disabilities (Illovsky, 1963? Illovsky & Fredraan, 1976), 
free-anxiety tension (Peberdy, I960), situation-specific 
anxiety (Devogue, 1975), smoking (Sanders, 1977), alcoholism 
(Scott, 1966), drug addiction (Ludwig, Lyle, k Miller, 
195 4), and schizophrenia (Ihalainen & Rosberg* 1976? 
Illovsky, 1962). 
Numerous case studies have reported the application of 
hypnotherapy treatments to the alleviation of fears and 
anxieties# Deiker and Pollock (1975) utilized both hypnotic 
and desensitization procedures in the treatment of a bleach 
Phobia. Deybour and Epstein (1977) reported the successful 
traatment of a flight-phobic patient through suggestive and 
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projective hypnotic techniques. Other phobic reactions 
treated successfully with hypnotic treatnents include fears 
of injections (Perin, 1969? Daniels, 1976), birds (Scott, 
1979), animals (Schneck, 1952), water (Rubin, 1972), and 
closed places (Hartland, 1976? Schneck, 1954). 
In the area of anxiety reduction, Daniels (1976) 
integrated hypnotic and covert conditioning procedures for 
the reduction of preoperative apprehension. Mordey (1965) 
successfully reduced the stage fright of an opera singer 
utilizing a short- term hypnotherapy treatment. Naruse 
(1965) reported on the use of hypnotic techniques for the 
reduction of stage fright in champion athletes. Gibbons, 
Kilbourne, Saunders, and Castles (1970) introduced a new 
hypnotic technique called "Directed Experience" (DET) and 
compared its effectiveness with that of systematic 
desensitization in the treatment of test anxiety. They 
concluded that DET was the more effective and efficient 
treatment in that it produced greater reductions in 
self-reported test anxiety in less treatment hours. Gibbons 
(1973) has also presented a procedural outline for the use 
of DET to alleviate anxiety over public speaking, but again 
in an individual therapy context. 
Reports on the systematic use of group hypnotherapy 
procedures for the reduction of fears and anxieties are 
almost totally nonexistent. Devoge (1975) described and 
reoorted on the use of group hypnotic procedures in the 
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treatment of situation-specific anxieties# The treatment 
grou? consisted of four fenale psychologists* including one 
who experienced anxiety whenever speaking in front of a 
large staff group# The treatment method employed involved 
interactional group psychotherapy under hypnosis, utilizing 
cognitive and affective restructuring techniques, coupled 
with self hypnotic training to visual imagery cues# 
Barker et al. (1972) purport group hypnotherapy to be 
a potentially effective and efficient speech anxiety 
treatment# They acknowledge the evidence in support of 
applying desensitization procedures to this problem, and 
describe the following advantages offered by systematic 
desensitization for the treatment of speech anxiety: 
(1) The method is relatively easy to use, and one 
does not have to be a professional therapist 
to obtain success with systematic 
desensitization techniques# In some instances 
individuals may even employ desensitization 
techniques successfully at home with the aid 
of an instruction manual and a phonograph 
record designed to induce a relaxed state# 
(2) One may employ systematic desensitization 
techniques with groups of individuals? 
consequently, one is not limited to treatment 
of one person at a time# This is a 
particularly important advantage in situations 
where limited space, time and personnel do not 
allow for individual therapy sessions with 
individuals in need of treatment# 
(3) Wolpe's method has consistently proven to be 
an effective method for treating problems due 
to anxiety, and recently it has been shown to 
be successful in treating speech anxiety, 
(4) The effects of systematic desensitization 
appear to be reasonably long lasting, 
(5) Systematic desensitization sometimes produces 
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positive transfer effects. Several persons 
have reported that systematic desensitization 
was not only successful in reducing anxiety in 
situations for which they were treated, but it 
also helped to relieve anxiety experienced in 
other situations (pp. 32-33). 
Rarker et al. note that the use of untrained personnel 
(advantage number 1 above) in hypnosis is not desirable, nor 
legal in many states. However* they suggest that the other 
ad/antages noted above would aLso be shared by a hypnotic 
method of speech anxiety reduction. Additionally/ they 
point out that the space consuming and expensive equipment 
(reclining chairs) utilized in systematic desensitization is 
not required in hypnotic treatments. Given this* they 
suggest that relatively large numbers of subjects may be 
treated with hypnosis* utilizing tape recordings under the 
supervision of a therapist-hypnotist. No subsequent 
research has been reported indicating the use of such taped 
grou? hypnotherapy treatments for the alleviation of speech 
anxiety. In the present study# such a treatment was 
en?loyed. 
Lire yQtsus Anissaisd Xrsaiaisni 
SzsifiE2ii£ dsSSDSiiizaiiCD*. There has been 
considerable controversy for several years concerning the 
relative importance of relationship factors versus technical 
procedures in therapy (DeVoge & Beck* 1978). Many 
behavioral researchers have espoused the viewpoint that the 
therapeutic relationship, particularly within the context of 
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systematic desensitization, is of secondary importance at 
best (Baker, 1969? <Circhener f. Hog an, 1966? Lang, 1964? 
195B? Lang, Lazovik, S. Reynolds, 1965? Paul, 1969* fcolpe, 
1952). An outgrowth of this controversial issue has been 
the appearance of numerous studies comparing the relative 
efficacy of live and automated desensitization treatments. 
This line of investigation is of particular concern to the 
present study in terras of its implications for treatment 
eff iciency. 
Krapfl & Nawas (1969) compared live versus automated 
desensitization procedures in the treatment of snake-phobic 
subjects. The results indicated that the two treatments 
were comparably effective, a finding replicated in a 
subsequent study by Lang, Melamed, and Hart (1970). Baker, 
Cohen, and Saunders (1973) compared the relative efficacy of 
therapist-directed (live) and self-directed (tape-recorded) 
desensitization in the treatment of acrophobia. Again, the 
automated treatment proved equally effective to the live 
therapist condition. Evans and Kellam (1973) obtained 
similar findings in the treatment of clinically phobic 
patients of three classification types: simple phobic, 
social phobic, and agoraphobic. 
in the above-noted studies, the automated treatments 
allowed for subject-controlled termination of hierarchy 
scene presentations by the signaling of experienced anxiety. 
Nawas, Fisherman, and Pucel (1970) examined the necessity 
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for such subject control in an automated desensitization 
treatment for snake phobia. They compared two automated 
desensitization procedures: one which enabled subjects to 
control the presentation of scenes and one in which the 
timing of scene presentations was predetermined. The 
results showed these treatment procedures to be comparable 
in effectiveness. 
Automated desensitization treatments have also been 
applied in group therapy settings* again with favorable 
results. Donner and Guernev (1969) developed a group 
desensitization treatment for test anxiety utilizing 
preprogrammed tapes. This treatment proved effective in 
producing significant improvement in subjects* G.P.A. and 
self reports of experienced anxiety; results which were 
retained after five months (Donner# 1970). Subsequent 
studies using test anxiety as the target behavior have also 
obtained significant positive results through the 
application of similar preprogrammed group treatments 
(Aponte S. Aponte# 1971? Suinn# Edie# Nicolettie £ Spinelli# 
1973). In the present study, such a treatment was employed 
for the reduction of public speaking anxiety. 
i&SQQ&iSi. Although the importance of relationship 
factors has also been the subject of investigation in 
hypnosis research# far fewer studies comparing live versus 
automated modes of presentation have appeared within this 
context. Nonetheless# those studies which have been 
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conducted in this area demonstrate the potential 
effectiveness of recorded hypnotic procedures. 
Hoskovec# Svorad# and Lane (1963) measured the relative 
effectiveness of tape-rerordel versus spoken suggestions of 
body sway. Although the results of this investigation were 
somewhat, equivocal# the authors concluded that recorded 
suggestions could be as effective as spoken ones. Barber 
and Caiverley (1964) compared recorded and spoken 
suggestions with respect to their relative efficacy in 
eliciting the "hypnotic-like behaviors" comprising the 
Barber Suggestibility Scale (8SS? Barber & Caiverley# 
1953). The two modes of presentation produced equivalent 
objective and subjective scores# lending further support to 
the hypothesis of comparable effectiveness between recorded 
and spoken suggestions. Similar findings have also resulted 
from studies comparing live with videotaped induction 
procedures (Bear & Duff# 1975? Ulett# Akpinar & Itil# 1971# 
1972). 
Although the above-noted research supports the efficacy 
of automated hypnosis# those studies were limited to tests 
of initial hypnotic susceptibility. Extending this 
research# Paul and Trinble (1970) found live and recorded 
hypnotically suggested relaxation to be equally effective in 
reducing Physiological arousal (heart rate# respiratory 
rate# tonus muscle tension# skin conductance) and inhibiting 
physiological response to stressful imagery. Tape-recorded 
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suggestions have also achieved favorable results in clinical 
applications of hypnosis/ including the treatment of such 
varied problems as migraine headaches (Daniels/ 1976)/ 
preoperative tension (Field/ 1974), obesity (Glover# 1961)/ 
and schizophrenia (lhalainen & Rosberg# 1976? Illovsky# 
195 2). To date/ however# reports of systematic studies 
comparing the effectiveness of live versus recorded hypnosis 
in therapy are noticeably lacking. Those investigations 
which do address themselves to this issue are described 
below. 
Illovsky (1962) reported on the combined use of group 
hypnosis and tranquilizers in the treatment of eighty 
hospitalized chronic schizophrenic patients. Six months 
into this 18-month study# Illovsky was compelled because of 
Illness to continue the treatment using tape recordings of 
his voice. Based on discharge rates and various measures of 
ia>rovement (e.g.# cooperation on the ward# participation in 
activities# readiness for howe visits)# he concluded that 
the live and recorded hypnotic sessions were equally 
effective. To further test the efficacy of these 
tape-recorded suggestions# he treated more than 470 
adlitional patients entirely by the automated treatment. 
Again# he could detect no difference between the improvement 
of these patients and those who had received hypnotherapy 
under live conditions. 
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In a recent study, Pederson, Scrlrageour, and Lefcoe 
(1979) compared the relative efficacy of two group 
counseling treatments for smoking: one which included a 
single session of live hypnosis and one in which the 
identical session was presented via videotape. At six 
months posttreatment, the live-hypnosis plus counseling 
group contained significantly more abstainers than the group 
receiving the videotaped hypnosis. Additionally, the live 
group had a significantly lower drop-out rate than the group 
in the automated condition. It must be noted, however, that 
the entire treatment entailed nine group sessions, only one 
of ahich involved the use of hypnosis, 
Ib£: Present 
As indicated by the research noted above# studies 
pertaining to the clinical applications of hypnosis are 
neaded in several areas. First, additional research is 
warranted with respect to the use of hypnosis in group 
therapy settings. Second, and more specifically# the 
development and investigation of a group hypnotherapy 
treatment for the reduction of speech anxiety is still "long 
over due" (Barker et al., 1972), Finally, systematic 
studies are needed to cos?are the differential effectiveness 
of live versus automated hypnotic procedures in treatment. 
In contrast, systematic desensitization has been 
explored by numerous investigators with respect to the areas 
noted above. The results of this research have been 
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overwhelmingly favorable/ demonstrating not only the 
effectiveness but also tfie efficiency of this treatment 
method. In accordance with these considerations* the 
following study was designed with two main objectives: (1) 
to compare two preprogrammed group therapy treatments — 
systematic desensitization and "hypno-behavioral treatment" 
for their relative efficacy in reducing public speaking 
anxiety; and (2) to eicanine the effectiveness of the 
abave-noted treatments under both live and automated 
conditions of presentation. 
Systematic desensitization has been chosen for 
in-lusion in the present investigation in that, with respect 
to speech anxiety treatments, this method must be considered 




The Personal Report of Public Speaking Apprehension 
(PRPSA/ McCroskey, 1972) was administered to undergraduate 
students in the introductory psychology and introductory 
speech communication courses (see Appendix A). Those 
students who scored 115 or above on the PRPSA (mean = 
114.62), and expressed interest in participating in a speech 
anxiety reduction program, were invited to attend a 
pre treatment assessment meetinq. At this meeting, students 
were given 3 minutes to prepare a 4-rainute speech on one of 
the following two topics: (1) "What I did last summer," or 
(2) "My interests and hobbies." Half of the students were 
asfrred to speak on topic number 1, and half on topic number 
2. (The assignment of topics was reversed for the 
posttreatment speech Presentations.) Immediately before 
giving their speech, each student completed the Anxiety 
Differential (AD? "iisek & Alexander, 1963). During their 
speech presentations, students were rated by two observers 
on a shortened form of the Tiraed Behavioral Checklist for 
Performance Anxiety (TBCL? Paul, 1966). Following their 
speech, each student completed the Personal Report of 
Confidence as a Speaker (PRCS? Paul, 1966). 
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Based on schedule availability and pretreatment scores, 
with preference given to those students scoring highest on 
the PRCS* 60 students were selected and formed the initial 
subject pool. Those students not selected Here offered 
treatment at a future date. 
Students forming the initial subject pool were informed 
of their rights as subjects in an experimental treatment 
program and asked to sign a voluntary participation and 
informed consent statement (see Appendix 8). Additionally/ 
subjects were asked to sign a therapy contract indicating 
their intent to remain in treatment throughout the program 
(see Appendix C). 
All subjects attended a second pretreatment assessment 
meeting at which they were administered a modified version 
of the Harvard Group Scale of Hypnotic Susceptibility? Form 
A (HGSHS:A? Shor & Orne/ 1962). The Harvard Group Scale of 
Hy?notic Susceptibility: Fom A is a 12-item group 
adaptation of the Stanford Hypnotic Susceptibility Scale/ 
Fori A (Weitzenhoffer & Hilgard/ 1959)/ arranged for 
self-scoring. This scale enables its user to obtain 
hypnotic susceptibility ratings on a large group of subjects 
at a single setting. In the present study/ the 2 
post-hypnotic suggestion items of this scale were deleted 
(see Appendix D). These items/ unlike the remaining 10/ 
reguire a subjective method of scoring. Subjects were 
rank-ordered according to their scores on the HGSHS:A and 
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divided into 12 stratified blocks of hypnotic 
susceptibility. 
Following the pretreatment assessment, subjects were 
randomly distributed fron stratified blocks to the five 
treatment and control conditions, ft waiting list control 
group (N = 12) served as the control condition. The four 
treatment conditions consisted of: (a) systematic 
desensitization, live (N = 12), (b) systematic 
desensitization, automated (N = 12), (c) hypno-behavioral 
treatment, live (N = 12), and (d) hypno-behavioral 
traatment, automated (N = 12), 
£>22SQfJSDi Measygeg 
S2llrI£22It 3Q£i£££ IS3SU.ES.Sa. The Personal 
P.eoort of Confidence as a Speaker, developed by Paul (1956), 
is a 30-item true-false scale which assesses the subjects* 
thoughts, feelings, and behaviors during their most recent 
speech (see Appendix E), Paul (1966) reported a 7-week 
test-retest correlation of .44 for his total contact sample 
of speech-anxious subjects (** = 67), However, since this 
grou? contained both treated and nontreated subjects, the 
effects of treatment variables confound the relationship, 
Klorman, Veerts, Hastings, Melamed, and Lang (1974) 
adninistered the PRCS to 244 subjects (122 males and 122 
fe*ales) in a population similar to that from which subjects 
in the present investigation were recruited (i,e«, 
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undergraduate students enrolled in psychology courses). 
They found this instrument to possess high internal 
consistency, with Kuder-Richardson formula 20 values of ,91 
for males and ,92 for females. Additionally, they report 
the PRCS distribution to t»e nearly normal, as indicated by 
coefficients of skewness and kurtosis (males? .08, n,s,, & 
2,?9, n.s,, respectively; females? ,28, n.s,, & 1,96, 
n«s,, respectively). For males, the mean was reported to be 
14,43, with a S,D, of 7,10? for fenales, the reported mean 
was 14,98, with a S,D, of 7,33, 
The Anxiety Differential, developed by Husek and 
Alexander (1963), is an 18-itera indirect measure of anxiety. 
This scale uses a semantic differential format for rating a 
series of words in terms of bipolar adjectives and provides 
a cognitive measure of anxiety (see Appendix F). The AD was 
designed to measure situationally-aroused anxiety. Its 
sensitivity in discriminating between anxious and nonanxious 
states, both within and between subject groups, has been 
wel 1-docussented (Alexander & Husek, 1962? Husek & 
Alexander, 1963). Paul (1966) reported a 7-week test-retest 
correlation of .54 with this instrument, but again this 
Included both treated and untreated subjects. A 3-week 
test-retest correlation of ,78 was ~reported for 47 
noitreated socially anxious subjects (Borkovec, Stone, 
O'Brien, & raloupek, 1974). Regarding the administration of 
this instrument to subjects prior to a public speaking 
situation, no normative data have been reported in the 
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literature to date* 
MatQLiC. SB.2a£h. anslatst aaasuta* The Timed Behavioral 
Checklist for Performance Anxiety, developed by Paul (1966), 
lists 20 observable manifestations of anxiety. In the 
present investigation, as in other studies (Kirsch et al., 
1975; Trexler St Tarst, 1972), the list of behaviors to be 
recorded were reduced to increase interrater reliability. 
The presence or absence of 11 (of the original 20) behaviors 
were recorded by two trained observers during successive 
30-second time periods of the 4-minute speech presentations 
(see Appendix G). The near* number of these behaviors 
observed per fully-completed 30-second time period Here 
recorded for each subject. The mean of the independent 
scores of the rating pair formed the dependent measure. The 
TBCL is based on a factor analytic study of anxiety signs 
(Clevenger & King, 1961). Paul (1966) reported a 7-week 
test-retest correlation of .37 for his total contact sample. 
Interrater reliability correlations for this instrument have 
typically ranged from .71 to .96 (Borkovec, Meerts, & 
Bernstein, 1977). In that an abbreviated version of the 
TBCL was employed in the present investigation, no normative 
data are available. 
X££atEL£aIS 
All group treatment sessions took place in the same 
dinly-illu®inated room. Each group met for a total of four 
and one-half hours in treatment, consisting of three weekly 
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90-sinute sessions. Subjects missing regularly-scheduled 
sessions were rescheduled for make-up sessions held during 
the same week. Make-up sessions followed the identical 
procedure of the missed sessions and were administered in 
the appropriate presentation »ode. 
In all treatment conditions, the first session began 
with a description of the treatment procedures and 
rationale. At the conclusion of this session, subjects were 
asced to rate the described treatment on three 10-point 
cradibility/expectancy-for-imorovement scales (see Appendix 
H) derived from those presented by Borkovec and 8au (1972): 
(1) flow logical does this treatment seem to you, 
as described at the beainning of this session? 
(2) How confident are you that this treatment will 
be successful in significantly reducing your 
fear of speaking before a group? 
(3) How confident would you be in recommending 
this treatment to a friend who was extremely 
anxious about making speeches? 
A brief description of each treatment condition follows 
(see Appendices I & J for detailed descriptions), 
(A) Systematic dSSSDSitizatian*. liH£ (SD-L), Subjects 
in this condition received a modified version of the 
procedures developed by Conner and Guerney (1969) for use in 
their preprogrammed desensitization treatment. 
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During the first* session, treatment was focused on 
training the subjects in deep muscle relaxation. Using an 
abbreviated version of the procedure described by Bernstein 
an3 Borkovec (1973), subjects were instructed to alternately 
tense and relax gross-muscle groups while focusing their 
attention on the feelings in these muscles. By moving 
progressively through the body and extremities, a deep state 
of relaxation was achieved. Once relaxed, subjects were 
asired to visualize a neutral scene (opening the door to and 
entering their place of dwelling) following the procedures 
described below for presentation of hierarchy scenes. 
Desensitization proper was conducted during the second 
ani third sessions. The Standardized Speech Anxiety 
Hierarchy, developed by Deffenbacher (1974), was used for 
the scene visualizations (see Appendix K). This 18-item 
hierarchy contains several additions and modifications of 
ths hierarchy originally presented by Paul (1966). 
Following approximately 20 minutes of relaxation, 
presentation of scenes began. Subjects were instructed to 
visualize each scene as though they were actually 
experiencing the situation described, rather than viewing it 
from afar. They were further instructed to maintain their 
visualization of the scene until given the instruction to 
terminate the image. 
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Presentation of the hierarchy scenes followed the 
specific steps and time-sequencing described by Aponte and 
Aponte (1971), This procedure is a slightly modified form 
of that recommended by Donner and Guerney (1969) for use 
with preprogrammed desensitization treatments. Each scene 
in the hierarchy was presented six times for visualization? 
twice for 5 seconds, twice Cor 10 seconds, and twice for 20 
seconds. The period of non-visualization following each 
presentation of a scene was 20 seconds. 
The first ten hierarchy scenes were presented during 
the second treatment session. The remaining scenes were 
presented during the third and final session, following a 
repetition of scene 10, 
At the conclusion of each treatment session, subjects 
were asked to rate their achieved level or relaxation and 
ability to visualize the presented scenes along two 10-point 
scales (see Appendices L & H), Subjects were instructed to 
practice the relaxation technique and neutral-scene 
visualization for at least 15 minutes each day during 
treatment. They were given a handout describing the 
muscle-groups and tensing instructions (see Appendix if), 
(8) Sxstesa&Lc ds52asi£izaSi2DA autasaiad (SD-A). 
Subjects in this condition received the same treatment as 
given in the SP-L condition, however ' treatment was 
adBinistered via tapes in the therapist's absence. The 
groups were scheduled in such a way that the SD-L group 
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always met before the SD-A group. The therapist taped the 
live treatment sessions and these tapes were used for the 
automated grouo. A "naive" experimenter, introduced to the 
subjects as the therapist's assistant, was present during 
the treatment sessions. The experimenter was instructed to 
sit quietly throughout the sessions, to operate the tape 
recorder, and to silently model how to tense each muscle 
graup during the progressive relaxation training. This 
procedure was designed to insure that the treatment received 
by the automated group would be identical to that of the 
live group, with the exceptions of mode of transmission and 
therapist's presence. 
(C) Hypno-hehay^qr?! t^ea^ment* 1ivg (HT-L). Subjects 
in this condition received a combination of suggestive, 
prajective, and imaginal techniques, following hypnotic 
induction and deepening procedures. Each treatment session 
included the components described below, listed in their 
respective order of presentation: 
The standard induction procedure 
of the HGSHS:A was followed. This is a group induction 
prscedure which involves eye fixation and closure, along 
with suggestions of relaxation and sleep. 
B£2B.eniai» The deepening procedures included 
fractionation, imaginal, and relaxation techniques, 
following the specific techniques and wording of suggestions 
described by Watkins (Sote 1.). In the fractionation 
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procedure, the therapist counted aloud from 1 through 21. 
Subjects were instructed to "come up" slightly from their 
relaxed state upon hearing each even number, but with each 
odd! number to "go down" even deeper than before. 
The imaginal technique employed was a freedom from 
distraction scene -- Watkins* "The Summer Day." with the use 
of suggested iraages of lying on the grass on a warn, sunny 
day, feelings of relaxation were evoked. These feelings 
were then intensified by suggestions ot warmth and heaviness 
moving progressively through the body. 
This relaxed state was then paired with a self-produced 
cua word ("calm"), following a procedure similar to that 
first described by Paul (1966). The cue-word association 
wa? developed within the context of the imagined scene by 
instructing the subjects to focus attention on their 
brsathing while silently repeating the word "calm" with each 
exhalation. The therapist suggested to the subjects that in 
the future they would be able to bring back these pleasant, 
relaxed feelings by subvocally saying the word "calm." 
CQlBSlfiQE* InSttUS-tiaaS. This procedure was patterned 
after the "ego-strengthening" technique described by 
Hartland (1975). It entailed the presentation of positive 
suggestions for self-worth and effectiveness. 
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SLQSJ2 Qicaclfid EreeriSDCS (GDE). This procedure was 
based on the "Directed Experience Hypnotic Technique" (DET), 
developed by Gibbons et al. (1973). DET is an imaginal 
technique which allows clients to experience previously 
anxiety-arousing situations under positive affective 
conditions. In DET, a deeply relaxed, hypnotized subject is 
slawly projected into a faared situation with suggestions 
that he will retain his present state of relaxation. The 
therapist then directs hi* through the previously 
anxiety-provoking activity, again with suggestions aimed at 
maintaining his relaxed state. In the present study, the 
described procedures for DET were modified to make the 
technique applicable for group adminst.rat.ion in the 
automated mode. 
Subjects were projected into the situation of standing 
in front of a classroom, about to give a speech. During 
this procedure, the therapist gave suggestions aimed at 
helping the subjects maintain their calm, relaxed state. 
The cue-word association and competency instructions were 
reinforced during the directed experience with suggestions 
such as those described below: 
Before you begin your speech, you concentrate on 
your breathing and silently repeat the word "calm" 
with each exhalation. As you do so, you notice 
that you becosae sore and more relaxed ... more 
and wore at ease. Because you are relaxed, you 
feel more confident in your ability to handle the 
situation. 
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Subjects were then asked to silently give a hrief 
speech. After completing their imagined speeches, subjects 
were returned through suggestion to the previous setting. A 
brief period of undisturbed relaxation ensued, followed by 
instructions for a second, similar directed experience. 
Following GDE, subjects were instructed to attend to general 
feelings of relaxation before arousal from hypnosis bv 
counting up to five. It was suggested that at the count of 
fi#e, subjects would open their eyes, feeling wide awake, 
alert, refreshed, and confident in their ability to overcome 
their speech anxiousness. 
The Brief Stanford Scale, developed by Hilgard and Tart 
(1966), was used during each of these treatment sessions to 
obtain subjective measures of hypnotic depth. This scale 
entails having subjects respond immediately to the question, 
"State?," with a number from zero to three. Zero indicates 
that the subject feel wide awake; one indicates a 
borderline state, as in falling asleep at night; two 
indicates a mild hypnotic state; and three indicates a deep 
hypnotic state. For group administration purposes, subjects 
»ere instructed to signal the number which represented their 
"state" by holding up their right hand with the appropriate 
number of fingers extended. State reports were requested 
twice during each session: at the conclusion of the 
deepening procedures and in the interval between the two 
directed experiences. 
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At the conclusion of each treatment session, subjects 
were asked to rate their achieved level of relaxation and 
ability to visualize the presented scenes along 10-point 
scales identical to those administered to the systematic 
desensitization groups. Subjects were instructed to spend 
at least 15 minutes each day recreating "The Summer Day" 
scene (or a relaxing scene of choosing) and to continue 
strenthening the cue-word association within the context of 
this imagined scene. They were given a handout with the 
necessary procedural instructions (see Appendix •). 
(D) Sii2a-kStL3K.i2E.2l t LSitHSQtc. 2U£a!2££<! (HT-A). 
Subjects in this condition received the same treatment as 
giren in the HT-L condition, however treatment was 
administered via tapes in the therapist's absence. As with 
the systematic desensitization groups, the hypno-behavioral 
treatment groups were scheduled such that the live group met 
prior to the automated group. The live treatment sessions 
were taped by the therapist and these tapes were used for 
the automated group. As in the SD-A condition, a "naive" 
experimenter was present during the HT-A group sessions to 
operate the tape recorder. 
(S) Hailing list central (*LC). Subjects in this 
condition were told that more subjects had requested 
treatment than could be accomodated at present and offered 
treatment at a later date. 
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v'hen contacted to arrange treatment, waiting list 
control subjects were told that a second speech presentation 
and readministration of the speech anxiety measures were 
necessary because of the time lag# Thus, they received the 
sa<ne pre-post assessments as the treatment subjects. This 
cordition served to assess the extent of improvement 
resulting from (a) nonspecific therapeutic factors accruing 
from the environment, (b) "spontaneous remissions" 
(Goldstein, 1960, 1962), (c) assessment procedures, and (d) 
proaise of future treataent. 
Etucsdurs 
The pretreatment assessment and treatment procedures 
haze been described in previous sections (see Subjects & 
lL£aclasis)• the conclusion of the treatment sessions, 
all treatment and waiting list control subjects attended a 
posttreatment assessment meeting. The procedure of this 
aesting was identical to that of the initial pretreatraent 
assessment meeting, with the exceotion of an additional 
posttreatment questionnaire administered to all treatment 
subjects following their completion of the PRCS (see 
Appendix P). This posttreatment questionnaire asked 
subjects to rate the treatment program in which they 
participated on three 10-point scales similar to the 
crsdibility/expectancy-for-improvement scales administered 
previously: 
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(1) Flow logical did this treatment program seem to 
you? 
(2) How confident are you that this treatment has 
been successful in significantly reducing your 
fear of speaking before a group? 
(3) How confident would you be in recommending 
this treatment to a friend who was extremely 
anxious about making speeches? 
Additionally, subjects were asked to estimate the 
average amount of time they spent per day practicing the 
relaxation and visualization procedure# 
Ereaciffi^Qial Qssiaa 
The study employed a 2 by 2 plus control by 12 by 2 
linear model design (Walsh, Note 2)« The first ?-level 
factor represents the treataent method employed (systematic 
desensitiration versus hypno-behavioral treatment). The 
second 2-level factor represents the mode of presentation 
(live versus automated). The control factor represents the 
waiting list control condition. The 12-level factor 
represents the blocking on hypnotic susceptibility. The 
final 2-level factor represents the assessment period 
(pretreatsent versus posttreatsent). 
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RESULTS 
As stated in the previous section, the 60 students 
comprising the initial subject pool were divided into 12 
stratified blocks of hypnotic susceptibility (N = 5 in 
each). Of these 12 blocks, 8 remained intact for analysis? 
therefore, the following results are based on 40 subjects, 
equally divided among the 5 treatment and control 
conditions. 
analysis 
with respect to the blocking measure noted above, an 
examination of the mean squares in the analyses of variance 
confuted provide evidence attesting to the efficacy of this 
blocking procedure (see Tables 1 through 7). 
One of the dependent measures, the TBCL, was scored by 
derivinq the mean of two independent raters. The interrater 
reliability was determined by computing the Pearson 
product-rooraent correlation between the independent scores of 
the rating pair for each of the 40 subjects. The resulting 
correlations for the pre- and post-treatment speech 
presentations uere identical at .95. 
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Kaia 2Bal£2£s 
In the present investigation, treatment effectiveness 
was assessed by three measures ot speech anxiety (PRCS, AD, 
& TBCL), each administered at both pre- and post-treatment 
to the total subject pool. To assess the degree of 
improvement among treatment subjects, and to determine the 
relative efficacy of treatment methods, presentation modes, 
an3 treatment-by-mode combinations, a 2 (treatment method) 
by 2 (mode of presentation) by 8 (blocks of hypnotic 
susceptibility) by 2 (assessment period) Ullrich-Pit* 
analysis of variance was computed on each of the dependent 
measures (see Tables 1 through 3). As assessed by each of 
these measures, treatment subjects evidenced an extremely 
significant reduction in public speaking anxiety 
CPRCS5F(1,7) = 274.62, 2 <-001? AD?F(1,7) = 51.77, B <.001? 
TBCL:F(1,7) = 20.79, £ <.0053. 
On the PRCS and TBCL, there were no significant 
differences between treatment methods, presentation modes, 
or treatment-by-mode combinations? thus, indicating 
comparable effectiveness. On the AD, while neither 
treatment methods nor treatment-by-mode combinations 
differed significantly, the automated mode proved 
significantly more effective than the live condition CF(1,7) 
=8.85, B <.053. 
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To compare treatment subjects with controls, two sets 
of analyses were computed. First, a series of Jt-tests, 
based upon pooled estimates of error, were computed on each 
dependent measure, comparing the overall mean of each 
treatment group with that of the WLC group (see Table 8). 
No significant differences emerged; therefore, those 
significant differences evidenced in the following series of 
linear model analyses say be attributed to differential 
pre-to-oost changes. 
A 2 (treatment method) by 2 (mode of presentation) plus 
control (WLC condition) bv 8 (blocks of hypnotic 
susceptibility) by 2 (assessment period) linear model 
analysis was computed on each of the dependent measures (see 
Tables 9 R 10). The results indicate that the pooled 
traatment subjects improved significantly more than the 
control subjects, as measured by the PRCS CF(4,15) = 6.32, o 
<.3 351 and the AO TF(4,15) = 3.29, e <.051. On the TBCL, 
the pooled treatment subjects did not differ significantly 
frss controls. 
The comparisons between individual treatment groups and 
the WCL group revealed significant differences only as 
measured by the PRCS, with each treatment-by-mode 
coabination demonstrating a significant improvement over 
controls with respect to this measure CSD-L?F(1,15) = 9.19, 
j> <.01; SD-A:F(l,15) = 11.23, a <.005; HT-L:F(1,15) = 
9.52, 2 <.01? HT-AJ F(1,15) = 23.95, b <.0011. On the AD, 
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subjects in the HT-A group approached significance in their 
improvement over controls CP(1,15) = 4.51, 2 <.063. 
£aSQi£u££l Df fiffacis. Of the three dependent measures 
e«?loyed in the present study, sufficient psychometric data 
are available only on the PRCS to allow for a meaningful 
evaluation of the Magnitude of treatment effects (see 
D&2£ad£Qi Based on the norms collected by 
Tlaraan et al. (1974>, the pooled treatment subjects in the 
present study scored approximately 1.25 S.D. above the mean 
at pretest and .26 S.D. below the mean at posttest. In 
contrast, the control subjects scored approximately 1.19 and 
.83 S.D. above the mean, at pre- and post-test, 
respectively (these are conservative estimates based on the 
mean for Klorman et al.'s combined male-female sample and 
the larger S.O. for the female subjects). 
As noted above, norms on the AD and TBCL are not 
available which would allow for an evaluation of the 
magnitude of treatment effects found with these measures. 
Given this limitation, the overall mean and estimate of the 
standard error of the mean for these insturaents are herein 
provided. These statistics, derived from the pre- and 
post-test scores of the subject pool in the present 
investigation, are provided as an aid in evaluating the 
group means obtained on these measures (see Table 9). On 
the HD, the overall aean was 78.37, with an estimated 
standard error of the mean of 1.37. On the TBCL, the 
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overall ?nean and estimated standard error of the mean were 
2»21 and .09, respectively# 
AaiLIlati iiialsLS££ 
A series of 2 (treatment method) by 2 (mode of 
presentation) by 8 (blocks of hypnotic susceptibility) 
Ullrich-Pitz analyses of variance were computed on the 
relaxation, visualization, time-spent-practicing, 
ereddibility/expectancy-for-improvement, and post-treatment 
questionnaire measures (see Tables 4 through 6). On the 
relaxation, visualization, and time-spent-practicing 
measures, there were no significant differences, indicating 
the attainment of comparable levels between groups on these 
fa-tors. 
For each of the three rating scales comprising the 
credibility/expectancy-for-improvement measure, a separate 
analysis was computed. Only on the third scale did a 
significant difference eaerge, this pertaining to the 
comparison of treatment-by-mode combinations CF(1,7) = 5.84, 
2. <.051. An examination of the group means on this scale 
indicate that, compared to the other treatment groups, the 
SD-A group reported that they would be significantly less 
confident in recommending their described treatment to a 
speech anxious friend. 
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A separate analysis was also computed for each of the 
component rating scales of the post-treatment questionnaire# 
These scales are identical to those comprising the 
credibility/expectancy-for-improvement measure, excepting 
minor modifications for applicability at post-treatment. 
Treatment methods were found to differ significantly on 
scale 1 CF(1,7) = 5.59, e. <.051 and scale 2 CF(1,7) = 39.96, 
E <»CC13, with higher ratings in both instances given by 
subjects in the HT groups. That is, compared to subjects in 
the SD groups, HT subjects rated their treatment program as 
being significantly more logical, and expressed an extremely 
greater degree of confidence in their treatment as having 
been successful in reducing their public speaking anxiety. 
No other significant differences emerged with respect to 
this measure. 
One final analysis was computed, pertaining only to 
subjects in the HT groups -- a 2 (mode of presentation) by 8 
(blocks of hypnotic susceptibility) fJllrich-Pitz analysis of 
variance on the subjective measure of hypnotic depth (Brief 
Stanford Scale? see Table 7). As assessed by this measure, 
the live and automated HT groups attained comparable levels 
of hypnotic depth during the treatment sessions. 
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DISCUSSION 
On? of the primary objectives of the present 
investigation was to compare systematic desensitization and 
hypno-behavioral treatment for their relative efficacy in 
reducing public speaking anxiety. The results indicate 
these treatment methods to be comparably effective, as 
assessed both by self-report and motoric indices. 
Relative to the waiting list control group, the 
treatment subjects as a whole evidenced a significant 
reduction in self-reported speech anxiety. While treatment 
subjects also demonstrated a significant reduction in 
motoric anxiety responses, they did not differ significantly 
from controls on this measure (i.e., TBCL). 
The demonstration that systematic desensitization is an 
effective treatment for the alleviation of speech anxiety 
only adds further support to the findings of numerous other 
investigators (Lohr & Mc^anus, 1975? McCroskey, 1972? 
McCroskey et al., 1970? Meichenbaum et al., 1971? Paul, 
1956? Paul & Shannon, 1966? Russell & Wise, 1976? 
Weissberg, 1977). The present study, however, extends the 
research on systematic desensitization pertaining more 
specifically to group administration in a preprogrammed 
format. Previous studies have demonstrated such 
preprogramed group desensitization treatments to be 
effective in the treatment of test anxiety (Aponte & Aponte, 
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19^1; Oonnerr 1970? Donner S, fJuerney, 1969; Suinn et al., 
197 3). This Investigation extends those same findings of 
efficacy to a new target behavior ~ public speaking 
anxiety. 
The demonstrated effectiveness of hypno-behavioral 
treatment is perhaps a more significant finding In terms of 
its expansion of previous research. First, it adds to the 
rather sparse literature reporting on the use of hypnosis in 
group therapy settings. Second, it testifies to the 
development and application of a group hypnotherapy 
treatment for the alleviation of public speaking anxiety. 
Barker et al. (1972) had purported group hypnotherapy to be 
a potentially effective and efficient method for the 
treatment of speech anxiety, recommending systematic 
research be implemented in this area. Nonetheless, no such 
investigations have appeared in the literature to date. The 
findings of the present study affirm the expectations of 
Barker et al., testifying to the efficacy of this treatment 
method in the alleviation of speech anxiety. 
Although an attention placebo condition was not 
included in the present study to control for "nonspecific** 
therapy effects (i.e., therapist contact, attention factors, 
& expectancy effects), there is indirect evidence attesting 
to both the presence and efficacy of "active" ingredients in 
hy?no-behavioral treatment. This newly-developed treatment 
program proved equal In effectiveness to the "best available 
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comparison" (Q'Leary & Borkovec, 1978) — systematic 
desensitization. Moreover, previous research has 
demonstrated systematic desensitization to be superior to 
attention placebo conditions in the reduction of all 
response channels of speech anxiety (Paul, 1966? 
Meichenbaun et al., 1971). 
Warranting further consideration is the finding of this 
investigation that treatment subjects improved significantly 
more than controls as assessed by self-renort, but not 
motoric, measures. An extensive body of research bears upon 
this issue. Borkovec et al. (1977) reviewed the literature 
pertaining to the assessment of anxiety in general, 
concluding that cognitive, motoric, and physiological 
responses reflect separate-but-interacting anxiety channels. 
In the more specific area of public speaking anxiety or 
"stage fright," Clevenaer interpreted the relevant research 
to strongly suggest that "empirical stage fright" and 
"observed stage fright" operate with only moderate 
interdependence during the course of a public speech. 
Given the multidimensional nature of the anxiety 
construct (as indicated above), two factors are offered as 
possible contributors to the finding under consideration. 
First, the treatment procedures employed, beyond those 
included in the control condition, may be effective in 
impacting the cognitive, but not the motoric, anxiety 
channel. Differential effectiveness of this order was found 
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by Weissberg (1977) In his employment of desensitization 
Procedures to speech-anxlous subjects# 
A second possible contributing factor pertains to the 
subject selection procedure. Subjects In this study were 
both recruited and selected on the hasls of scores obtained 
on self-reoort measures only (I.e., PRPSA & PRCS). As 
Borkovec et al. (1977) point out* "A. person who Is anxious 
in relation to a particular stimulus situation may display 
strong reactions in only one or two channels (e.g., in 
self-report but not In overt behavior or physiological 
activity)" (p. 369). Subjects in the present study did 
not* in fact* uniformly display strong motoric reactions to 
the initial test speech. This is reflected in the high 
degree of variability obtained on the motoric measure (I.e.* 
TBCL? see Table 9). Therefore* the finding under 
consideration may reflect more upon a subject* as opposed to 
a treatment* variable — naaelr* that the subjects selected 
for inclusion in this study were rather heterogeneous in 
terras of their motoric responses to the speaking situation. 
The results of several ancillary measures also bear 
upon this study's first aain objective. As assessed by the 
measures employed* the SD and IT groups attained comparable 
levels of relaxation and visualization during the treatment 
sessions. Additionally* they reported spending egulvalent 
« 
durations of ti*ne in practicing the relaxation and 
visualization techniques. 
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Significant differences between treatment methods did 
emerge* however* regarding subjects' ratings of treatment 
credibility and improveuent expectancy. Although systematic 
desensitiration and hypno-behavioral treatment obtained 
equivalent initial ratings on these dimensions* subjects* 
posttreatment ratings favored the latter treament method. 
Gi/en the finding* based upon the dependent measures* of 
comparable effectiveness between treatment methods* the fact 
that HT subjects expressed greater confidence in having 
improved from treatment warrants further consideration. 
Borkovec and Nau (1972) point out that disparities in 
credibility or face validity between comparison groups may 
result in differential improvement expectancies. Similarly* 
they posit that expectancy differences may contribute to 
outcome differences, in that higher posttreatment ratings 
of logicality were given to the HT treatment program* the 
finding under consideration may reflect this disparate face 
validity between groups. 
Relevant to the issue of treatment efficacy is a 
technical probles which arose in this study and must here be 
addressed. Treatment sessions were conducted in an un-air 
conditioned room and some subjects complained of having 
difficulties in relaxing due to its excessive warmth. Given 
the importance of relaxation in the procedures of both 
treatment methods* and in that the complaints received were 
consistent across groups (both in their nature and 
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frequency)* it is speculated that the groups were similarly 
affected. Although the impact of this problem on the 
efficacy of the treatments is unknown* it would seem likely 
that its affect was adverse. 
A second main objective of this investigation was to 
examine systematic desensititation and hypno-behavioral 
treatment under both live and automated conditions of 
presentation. The results indicate the automated condition 
of presentation to be as effective as the live mode for both 
treatment methods. In fact* as assessed by one of the 
self-report measures (i.e.* AD)* the automated mode was 
demonstrated to be significantly superior. 
Again* the demonstration of comparable effectiveness 
between live and automated presentations of systematic 
desensitization serves mainly to confirm the findings of 
nuserous other researchers (Baker et al.* 1973* Evans & 
Kellam* 1973? Krapfl & Nawas* 1969" Lang et al.* 1970). 
In contrast* the present study represents perhaps the most 
systematic investigation of live versus recorded hypnotic 
procedures in treatment. Previous studies reporting on this 
issue have been either anecdotal in nature (Illovsky* 1962) 
or compared treatments in which hypnotic procedures played 
only a minor role (Federson et al.* 1979). Therefore* the 
finding of comparable efficacy between the live and hypnotic 
procedures employed in this study is quite significant. 
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The above-noted finding contrasts with the results 
found by Pederson et al. (1979) in their comparative study 
of two smoking treatments -- one including a live hypnotic 
session and the other receiving the identical session in the 
automated node. The live-hypnosis group proved to be the 
significantly tiore effective* as measured by number of 
obstainers at six months posttreatment. Of note* houever* 
is that the treatment groups In that study participated in a 
total of nine treatment sessions* only one of which involved 
th® use of hypnosis. In that hypnotic procedures were 
included in each of the HT sessions in the present 
investigation* this study must be considered a irore thorough 
examination of the issue. 
A related finding of this investigation is that the 
live and automated HT groups attained comparable levels of 
hypnotic depth during the treatment sessions (as assessed by 
the Brief Stanford Scale). To date* no reports have 
appeared in the literature examining the relationship 
between subjects* reports of hypnotic depth and mode of 
pracedural presentation. Although previous research has 
compared live and automated presentations of initial 
susceptibility tests (Barber & Calverley* 1963* Bear R 
Duff* 1975? Hoskovec et al.* 1963? "lett et al.* 1971 £ 
197 2)* "hypnotic depth** and "hypnotic susceptibility" are 
not equivalent dimensions* though soietimes confused (Tart* 
197D). Therefore* the finding noted above is significant in 
that it addresses an area of research previously unexplored. 
Page 46 
Regarding the results pertaining to the second main 
objective of this study (described above), caution must be 
taken in the interpretation of these findings. DeVogue and 
Bee* (1978) point out the temptation to conclude from such 
evidence that relationship factors play no significant role 
in the treatments investigated. They refer to a "host of 
variables™ involved in the relationship between a client and 
therapist and conclude? 
Studies ... which manipulate relationship factors 
only in gross ways, shed little light on specific 
factors including therapist-client characteristics 
and interaction patterns that may have an 
influence on the outcones achieved ••• (p. 230). 
In review/ two issues pertaining to the findings of the 
this study are apparent in their need for further 
clarification. First, the extent to which the excessive 
warmth of the therapy room affected subjects' response to 
trsatment can only be speculated. A replication of this 
study under more suitable environmental conditions would 
provide clarification on this issue. 
Second, the efficacy of the employed treatment 
procedures in reducing motoric responses of speech anxiety 
was left somewhat in doubt. Clarification on this point may 
be attained through the conduction of a similar study in 
which the basis tor subject selection includes the display 
of strong motoric reactions to the initial test speech. 
Moreover, the inclusion of a physiological measure to assess 
the third component of the anxiety response would Drovide a 
more thorough evaluation of overall treatment effectiveness. 
Page 47 
Taken coI1ectively, the results generally indicate 
hypno-behavioral treatment to be a viable alternative to 
systematic desensitization as an effective and efficient 
method for reducing public speaking anxiety. The 
con?arability of effects found between these treatment 
methods is perhaps not surprising given their procedural 
similarities. Both involve the use of relaxation 
Procedures, followed by the visualization of scenes related 
to public speaking. Moreover, the relaxation techniques 
employed in both treatment methods were presented to the 
subjects as a skill to be developed and actively employed 
outside of the treatment sessions. Anecdotally, several 
subjects (across treatment groups) reported their ability to 
effectively employ the relaxation procedures in situations 
unrelated to public speaking. 
Given the finding of comparable efficacy between 
treatment methods, a consideration of the advantages and 
disadvantages afforded by each is warranted. Barker et al. 
(1972) outlined those advantages offered by systematic 
desensitization (over other treatment methods) which would 
also be shared by a hypnotic method of speech anxiety 
reduction. These shared advantages have been described in a 
previous section and, therefore, will not be reiterated here 
(see pp. 10-11). The advantages and disadvantages 
disparate between these treatment methods are briefly 
described below. 
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Consideration will first be given to those factors 
which favor systematic desensitization# First, this 
treatment method may be employed in the absence of a 
prafessional therapist. Although the results of the present 
study would suggest this to be an advantage shared by 
hy?no-behavioral treatment, the use of untrained personnel 
in hypnosis is not desirable, nor legal in many states 
(Barker et al., 1972). A second factor favoring systematic 
desensitization is that a considerable body of research 
attests to the efficacy of this treatment method in reducing 
public sneaking anxiety. In comparisons with control 
conditions, this treatment aethod has been found to be 
superior in terms of its impact on all response channels of 
speech anxiety (Paul, 1966). In contrast, the evidence 
attesting to the efficacy of hyano-hehavioral treatment is 
limited to that provided in the present investigation and 
obtains only with respect to the cognitive channel of 
response. As previously pointed out, further research is 
needed to provide a mare thorough evaluation of this 
treatment's overall effectiveness. 
Factors may also be cited which favor hypno-behavioral 
treatment. First, the application of systematic 
desensitization on a large scale is restricted by the 
availability of soecial seating equipment (allowing subjects 
to recline) or, less ideally, clear floor space (enabling 
subjects to lie down). Hypno-behavioral treatment is not 
suaject to these restrictions? thus, it may be administered 
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on a largo scale in a regular classroom setting. Although 
McCroskey (1972) reported on the administration of 
systematic ^sensitization in a classroom setting, he noted 
the prerequisite of purchasing special seating equipment in 
nt3oling-upM for the program. Second, although systematic 
desensitization and hypno-behavioral treatment proved 
conoarably effective in terns of the dependent measures 
employed, oosttreatment subject ratings of treatment 
credibility and confidence in improvement favored the latter 
trsatment method. 
As indicated above, neither treatment method can be 
considered to be clearly superior in terms of the advantages 
it affords. The selection of either method for application 
in a given treatment program may depend upon such factors as 
the personnel and equipment available, as »ell as the 
findings of future research. 
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SU»mRV 
A review of the relevant literature indicates that 
studies pertaining to the clinical application of hypnosis 
are needed in several areas. First, additional research is 
warranted with respect to the use of hypnosis is group 
therapy settings. Second, and more specifically, the 
de/elopment and investigation of a group hypnotherapy 
treatment for the reduction of speech anxiety is "long 
overdue" (Barker et al., 1972). Finally, systematic studies 
ara needed to compare the differential effectiveness of live 
versus automated procedures in treatment. 
In contrast, systematic desensitization has been 
explored by numerous investigators with respect to the areas 
noted above. The results of this research has been 
overwhelmingly favorable and, with respect to speech anxiety 
treatments, this method must be considered the "best 
available comparison" (O'Leary & Borkovec, 1978). In 
accordance with these considerations, the present study was 
designed with two main objectives: (a) to compare two 
preprogrammed treatments -- systematic desensitization and 
"hypnobehavioral treatment" -- for their relative efficacy 
in reducing public speaking anxiety? and (b) to examine the 
effectiveness of the above-noted treatments under both live 
and automated conditions of presentation. 
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Sixty speech anxious subjects were randomly distributed 
frrrni stratified blocks of hypnotic susceptibility to five 
treatment and control conditions (N = 12 in each): (a) 
systematic desensitiration, live (SD-L)? (b) systematic 
desensitization, automated (SD-A)? (c) hypno-behavioral 
treatment, live (HT-L)j (d) hypno-behavioral treatment, 
automated (HT-A)? and (e) waiting list control (WLC). All 
treatment groups met tar three weekly 90-minute sessions* 
Subjects in the SO groups received a modified version of the 
procedures developed by Danner and Guerney (1969) for use in 
thsir preprogrammed desensitization treatment. Subjects in 
the HT groups received a combination of suggestive, 
prajective, and imaginal techniques, following hypnotic 
induction and deepening procedures. For both treatment 
methods, subjects in the automated group were administered 
treatment via audiotapes (of the live sessions) in the 
therapist's absence. 
Treatment effectiveness was assessed by three measures 
of speech anxiety: (a) the Personal Report of Confidence as 
a Speaker (PRCS? paul, 1966)? (b) the Anxiety Differential 
(AD? Husek & Alexander, 1963)? and (c) an abbreviated 
version of the Timed Behavioral Checklist for Performance 
Aniciety (TBCL? Paul, 1966). Each of the dependent measures 
was administered to all treatment and control subjects, at 
both pre- and post-teatnent. Several ancillary measures 
were also included in this study to assess comparability 
between groups on numerous treatment related dimensions. 
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Of the initial twelve blocks of hypnotic 
susceptibility/ eight remained intact for analysis; 
therefore, the results are based on 40 subjects, equally 
divided among the five conditions. 
The results indicate systematic desensitization and 
hypno-behavioral treatment to be comparably effective in 
reducing public speaking anxiety. Additionally, the 
automated mode of presentation proved to be as effective as 
the live mode for both treatnent aethods. In fact, as 
assessed by one of the self-renort measures (i.e./ AP), the 
automated mode was demonstrated to be significantly 
superior. 
Relative to the fe?LC group, the treatment subjects as a 
whsle evidenced a significant reduction in self-reported 
speech anxiety. While treatment subjects also demonstrated 
a significant improvement on the behavioral motoric measure 
(i.e., TBCL), they did not show differential effectiveness 
over the WLC condition. 
Compared to subjects in the SD groups, HT subjects 
retrospectively rated their treatment program as being 
significantly more logical. Additionally, they expressed an 
extremely greater degree of confidence in having reduced 
their public speaking anxiety as a result of their 
participation in treatment. 
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The findings ot this study pertaining to systematic 
deseisitization serve generally to confirm the findings of 
numerous other investigators. In contrast, the present 
/ 
study offers information in several areas pertaining to the 
clinical applications of hypnosis which have been minimally, 
if at all, explored. Taken collectively, the results 
generally indicate "hypno-behavioral treatment" to he a 
viable alternative to systenatic desensitization as an 




vatkins, J. G. Clinical KMIATIIALA&xi Ihsacx and 
cra££i££« Book In preparation, 1980. 
Walsh, J. A. Personal communication, April 13, 1979. 
Page 55 
REFERENCES 
Alexander/ S./ £ Huse<c, T. R. The Anxiety Differential: 
Initial steps in the development of measures of 
situational anxiety. gdycgtlpnaj and Psychological 
i?22SUI2E2D2;/ 1962/ 22/ 325-348. 
ApDnte/ J. F./ & Iponte/ C. E. Group preprogrammed 
systematic desensitization without the simultaneous 
presentations of aversive scenes with relaxation 
training. EahaaiQut Esssaccb and XbsranY/ 1971/ st, 
337-346. 
Araoz, D. L. Hypnosis in grouo therapy. Ihfi IniSIDaiiflaal 
JSlJIUal St Clil!l£3i JDd ££2£lil£QiaI HYEDOSIS/ 1979/ 21/ 
1-13. 
Baker, B. L. Symptom treatment and symptom substitution in 
enuresis. Jauaal af iimcsal EsYCbslaiJV/ 1969/ 2i/ 
42-49. 
Bacer, B. L., Cohen, D. C./ & Saunders/ J. T. 
Self-directed desensitization for acrophobia. SfiJhJXjLcJJX 
ESS£3I£!l 2Dd I13SJC322/ 1973/ 11/ 79-83. 
Barber/ T. X./ & Calverley/ D. S. "Hypnotic-like" 
suggestibility in children and adults. Journal of 
&bD2Eial anil SQElal £SYCh2l22Y/ 1963/ £»£, 589-597. 
Barber/ T. X./ & Calverley/ D. S. Comparative effects on 
"hypnotic-like" suggestibility of recorded and spoken 
suggestions. JsiiXDJl fil CSDSyltiQg Psychology, 1964/ 25/ 
384. 
Barker, L. L., Cegala, D. .3., Kibler, R. J., & Wahlers, 
f. J. Hypnosis and the reduction of speech anxiety. 
Sasiral Stales Sasacb Icuxnal/ 1972/ 21r 28-35. 
Bean/ B. & Duff/ J. L. The effects of videotape, and 
of situational and generalized locus of control/ upon 
hypnotic susceptibility. The frwericap Journal of 
Clinical agenesis/ 1975/ is, 28-33. 
Bernstein, D. A., & Borkoirec, T. I). 2Xfi3£fiSSJjr£ 
xfilaxaiism ixalniasi I casual lax Iks keifiius 
professions. Champaign: Research Press, 1973. 
Borkovec, T. D., & Nau, S. 0. Credibility of analogue 
therapy rationales. Jauxnal fit BfibaYiflX ih£Xafi2 and 
ErasriBSDlral Esxchiaixx/ 1972/ 2, 257-260. 
Page 56 
Bortovec, T. D./ Stone, N. M./ O'Brien/ G. T./ & 
ffaloupek/ D. G. Evaluation of a clinically relevant 
target behavior for analogue outcome research. Behavior 
IhSEaSY/ 1974/ 5/ 504-514. 
Portovec/ T. 0., weertS/ T. C./ & Bernstein/ D. A. 
Assessment of anxiety. in A. R. Ciminero/ K. S. 
Calhoun/ & H. E. Adams (Eds.), Bgnflbqpfc q£ behavioral 
aSS£SS!3£Di« New Vork: John Wiley & Sons/ 1977. 
Braolcs/ W. D.t & PiatZ/ S. M. The effects of speech 
training upon self-concent as a communicator- SBSSSID 
lS3£hsr/ 196R, 11, 44-49. 
Bruskin Associates, What are Americans afraid of Ike 
SLUStiQ E£2.aLt/ 1973/ nu.nber 53. 
Clevenger/ ?./ % King/ T. R. A factor analysis of the 
visible symptoms of staqe fright. SESSCh Monographs* 
1962/ 2S/ 296-298. 
Daniels/ L. K. Rapid in-office and in-vivo desesitization 
of an injection phobia utilizing hypnosis, lbs l!L2£i£.3D 
Jojyinal Clinical Hj£2D2Si§/ 1976, lj}, 200-20 3. 
Daniels/ L. The effects of automated hypnosis and hand 
warming on migraine: A pilot study. The Aro^ficgn 
Jaytnal at Clinical SYSQQSIS/ 1976/ 12/ 91-94. 
Daniels/ L. *. The treatment of acute anxiety and 
postoperative gingival pain by hypnosis and covert 
conditioning: A case report. Xhfi ft.mejr jean journal si 
Clinical asEEiasis/ 1976/ 12/ 116-119. 
Deilcer/ T. E./ & Pollaclc/ D. H. Integration of hypnotic 
and systematic desensitization techniques in the 
treatment of phobias: A case report. JJje American 
laytnal at Clinical Zxanasis, 1975/ 12/ 170-174. 
De'/oge/ J. T./ & Beclc, S. The therapist-client 
relationship in behavior therapy. In E. M. Hersen/ R. 
M. Eisler/ & P. M. Miller (Eds.)/ Progress la $>e|iaxl21 
EadificaliQDz. HQluafi £• Hew YortrS Academic Press/ 1978. 
Deiroge/ S. A behavioral analysis of a grouo hypnosis 
treatment method. lbs &3filiC3D slauxnal Qt Clinical 
Hscmasls/ 1975/ IS/ 127-131. 
Deyoub/ P. L., & Epstein/ S. J. Short-term hypnotherapy 
for the treatment of flight phobia: A case report. Iks 
4jexi£3U Journal S£ Clinical H^EDSSlS/ 1977/ 12, 251-254. 
Dorrner, L. Automated group desesitization - A follow-up 
report. Sahaa.lQut SessaLcti aad l&fitaBi/ 1970, S., 
241-247. 
Page 57 
Donner, L., & Guerney, B. G., Jr. Automated qroup 
^sensitization for test anxiety. Sfibajfiaur Efissaxrb .aajJ 
IhfiiaEXr 1969, 1, 1-13. 
Ellis, A. Rational psychotherapy. i2.MJ.rD3l Sit General 
ESYChsiogt, 1958, 52, 35-49. 
Evans, P. D., & Keilam, A. M. Semi-automated 
desensitizstion: A controlled clinical trial. Bsbaitiaur 
Eesssrcb aad Ibsxasx* 1973, n, 641-646. 
Field, P. B. Effects of tape-recorded hypnotic preparation 
for surgery. IKE lBtfliBat;i£}D.3l JSUIDJI ClJuirjl ai)d 
Exasnlaeatal HYsaasla, 1974, n, 54-61. 
Fremouw, W. J., K, Harmatz, »4. G. A helper model for 
behavioral treatment of speech anxiety. JflUinal Sit 
CQBSiiltica aad Clinical E-szcbfllflai* 1975, 43, 652-660. 
Fr?mouw, W. j., s, Zitter, R. 5. A comparison of skills 
training and cognitive restructuring-relaxation for the 
treatment of speech anxiety. B.£hav.i2L IhecaBY* 1978, 2, 
248-259. 
Gibbons, D. E. The directed-experience technique (DET). 
in A syllabus ca hYDOGsis aad a baDdbflflls at Ibsiafisjjlic 
SU22S5112DS* Des Plainest American Society of Clinical 
Hypnosis - Educational and Research Foundation, 1973. 
Gibbons, D., Kilbourne, L., Saunders, A., & Castles, C. The 
cognitive control of behavior: A comparison of 
systematic desensitization and hypnotically-induced 
"directed-experience" techniques. Xh£ African Journal 
at Clinical axaoasisi- 1970, 12, 141-145. 
Gl3ver, F. S. Use of hypnosis in wieght reduction in a 
grouo of nurses. lbs laailcaa Jauxaal nl CliuiCJl 
dXCD2SiS, 1961, 3, 250-251. 
Goldfried, M. R., & Trier, C. Effectiveness of relaxation 
as an active coping sic ill. jlaimal 0.1 Abnormal 
EavchalaaXr 1974, 348-355. 
Goldstein, A. P. Patient's expectancies and nonspecific 
therapy as a basis for ( un) spontaneous remission. 
St Qllnizal ES££bJ2l23Xr I960, lj§, 399-40 3. 
Goldstein, A. P. IbetaeistraaiisDl sxaficiancles la 
esX£bSlb£I3S£« New Vork: Kacmillan, 1962. 
Hartland, J. The ego-strengthening technique. In E. 
Dengrove (Ed.), iiitEEaslS add bfibaslat IbfiEiEY. 
Springfield, Illinois: Charles C. Thomas, 1976. 
Page 58 
Hllgard, E. R., & Tart, C. T. Responsiveness to 
suggestions following waking and imagination instructions 
and following induction of hypnosis. Jijunal at Abnaiisal 
ES¥£!l2l£!2Y> 1966, 71, 196-20 8. 
Hoskovec, J., Svorad, D., & Lane, 0. The comparative 
effectiveness of spoken and tape-recorded suggestions of 
body sway, ihs Intscnatianal loucaal of Clinical 
£SESrl2SDi3l H^onosls, 1963, H, 163-166. 
Husek, T. R., Si Alexander, S. The effectiveness of the 
Anxiety Differential in examination stress situations. 
ESucatianal and Esxchalasical Heasut^Eeni/ 1963, 23, 
309-318. 
Ihalainen, 0., S, Rosbera, 5. Relaxation and encouraging 
suggestions given to hospitalized chronic schizophrenics. 
Itis Inistaatiaaal dautaal at Clinical aa<j LxasiimsiilJi 
PZDDQSiS, 1976, 21, 228-237. 
Iliovsky, J. Experiences with group hypnosis on 
schizophrenics. JflMIDal at MSDiSl S.£i£D££, 1962, i.2jj, 
685-693. 
Iliovsky, J. An experience with group hypnosis in reading 
disability in primary behavior disorders. The Joyrnal of 
Genetic EsxchaiaaY, 1953, i;u, 61-67. 
Iliovsky, J., Fredman, N. Group suggestion in learning 
disabilities of primary grade children: A feasibility 
study. as lDisiD3iion3i jaymai of Cliaisjl 5ai3 
EXEfitisental dxaaasis, 1976, 24, 87-97. 
Karst, T., & Trexler, L. An initial study using fixed role 
and rational emotive therapy in treating puhlic speaking 
anxiety. -Journal at £2D2UitiD3 22*3 Clinical ESYSfcSlfiJSYr 
1970, l±, 360-366. 
Kelly, N. A. IH£ asxchalaax at afitsanal canstrysts. 
York: forton, 1955. 2 Vols. 
Kirchener, H., & Hogan, R. A. The therapist variable in 
the implosion of phobias. E5X£l)aJ;h.£ra2Yl I1)£2IY*. 
Esssacaii and Etactisa, 1966, a, 102-104. 
Kirsch, I., ^olpin, M., & Knutson, J, L. A comparison of 
in vivo methods for rapid reduction of "stage-fright1' in 
the college classroom: A field experiment. &£l332ij2I 
IlfiLaaSL, 1975, 6,165-171. 
Klnrman, R., Weerts, T. C., Hastings, J. £., Melamed, B. 
G. , & Lang, P. J. Psychometric description of some 
specific-fear questionnaires. fi£ha2iai 2i3£X32S, 1974, jj, 
431-409. 
Paqe 59 
Krapfl, J./ & Nawas, M. M. Z lient-therapist relationship 
factor in systematic desensitization. Journal ^f 
SLansuliina and £LliDical Esxcbslnai/ 1969/ 33* 435-439. 
Lang/ P. J. Experimental studies of desensitization 
psychotherapy. In J. Volpe, A. Salter/ & L. .1. Reyna 
(Eds.)/ The conditioning ItlStaaiSS- New York: Holt/ 
1964. 
Lang/ P. J. Fear reduction and fear behavior: Problems In 
treating a construct. In J. M. Shlien (Ed.)/ PflSSflTCb 
in psychotherapy (Vol. 3). Washington D. C.: American 
Psychological Association/ 1968. 
Lang/ P. J./ Lazovit/ A. n., 6 Reynolds/ D. J. 
Desensitization/ suggestibility, and pseudotherapy. 
Journal at Abnsrsal .and Social EsYcbalaax/ 1965, 2$* 
395-402. 
Lang/ P. -J./ welamed, B. G.r & Hart, .1. A 
psychophysiological analysis of fear raodlflcation using 
an automated desensitization procedure. JaUEnal 21 
ibcsraal Eszcbalaaz/ 1970/ 25/ 220-234. 
Lazarus/ A. A. Group therapy of phobic disorders bv 
systematic desensitization. JfliiEUai lbi32IlD3l 51313 
Sacial Estcbalaasi/ 1961/ £2, 534-510. 
Lohr, J. W./ & McManus/ H. L. The development of an 
audio-taped treatment for systematic desensitization of 
speech anxiety. dsDixal Slates SBfiaCb jlauEIiai/ 1975/ 2£* 
215-220. 
Ludwig, A. M., Lyle/ W. H./ Jr./ Miller/ .J. S. Group 
hypnotherapy techniques with drug addicts. lbs 
IatsEnatlaTial JauEoal at Clinical and EzcsEiiasnial 
a^EDSSiS/ 1964/ 12/ 53-66. 
Mann/ H. Group hypnosis in the treatment of obesity. lbs 
iasticaa dausmal at Clinical fiianasis/ 1959, i, 114-116. 
McCroskey/ J. C. Measures ot communication-bound anxiety. 
Sl££C& MaQ&aLa&bS, 1973/ 31, 269-277. 
McCroskey/ J. C. The Implementation of a large scale 
;>rogra! of systematic desensitization for communication 
apprehension. Snsscb l£3£b£E, 1972/ 21/ 255-264. 
McCroskey/ J. C. Oral coaaunication apprehension: A 
summary of recent theory and research. HllESC 
£22H2I]Bi£3li2B £esea£Cb/ 1977/ 4, 78-96. 
McCroskey/ J. C., Ralph/ D. C./ & Barrick/ J. E. The 
effect of systematic desensitization on speech anxiety. 
S2££Cb XaachSE/ 1970/ 12/ 32-36. 
Page 60 
Mei chenbawt/ R« H. / Gilmore, J. B., & Fedoravicius, A. 
Group insight versus group desensitization in treating 
speech anxiety, Jaucnal fl£ CaDSUliinfl aod Clinical 
ESYShfiiosx, 1971, 3£, 410-421. 
Miller/ M. M. A group therapeutic approach to a case of 
bedwetting and fire setting with the aid of 
hypnoanalysis. EtCUS £sYCt52£t)££aDX, 1957, 1£, 1B1-190. 
Moriey, T. Conditioning of appropriate behavior to anxiety 
producing stimuli; Hypnotherapy of a stage fright case. 
Iij£ imeriC3D JayrQal q£ Clinical azfiisssis, 1965/ J/ 
117-121. 
Naruse, G. The hypnotic treatment of stage fright in 
chamDion athletes. Ibfi lQi£En2tiaoal JjQUtDal Ql £lioi£al 
2DJ3 ES2S£i!2£I!lai Hynnp?is, 13, 63-70. 
Ka»as, M. M. , Fisherman, S. T., & Pucel, >"*• C. A 
standardised desensitization program applicable to group 
and individual treatments. SshaYifillX Rsssarsb aJDd 
Xi2£I322, 1970/ 8, 49-56. 
O'Leary, K. D./ S. Borlcovec, T. D. Conceptual, 
aethodological, and ethical problems of placebo groups in 
psychotherapy research. AiStican Es¥£bal£2isl, 1978, 33, 
R21-83D. 
Paul/ G. L. insiabi; YS dfisansiiizaiicn ID esYsbaibsiasY. 
Stanford: Stanford University Press, 1966. 
Paul/ G. L. Outcome of systematic desensitization is 
Background procedures and uncontrolled reports of 
individual treatment. In C. *f. Franks (Ed.), BfibaYifll 
£bei32Yi Aasxaisal aad siaius- 11 ew York: McGraw-Hill, 
1969. 
Paul/ G. L./ & Shannon, D. Treatment o^ anxiety through 
systematic desensitization in therapy groups. J2UID21 at 
itiDQCEal ESYSbalaSY, 1966, 21, 124-135. 
Paul, G. L., & Trimble, R. V. Recorded vs. "live" 
relaxation training and hypnotic suggestion: Comparative 
effectiveness for reducing physiological arousal and 
inhibiting stress response. UsbaYlflt IfcSXaEY, 1970, 1/ 
285-30 2. 
Peberdy, G. R. Hypnotic methods in group psychotherapy. 
JOUrBJi of Hjuial SSi£D£e, I960, l£f>/ 1016-1020. 
Petierson/ L. L./ Scrirageour, w. S», J. Lefcoe, w. M. 
variables of hypnosis which are related to success in a 
sacking withdrawal program. Ihe lalfiEQaliaaal JflU£D3l fll 
Cliaisal and Exasxissaial Hxsaoais, 1979, 22/ 14-20. 
Page 61 
Perin, C. T., Jr. The use of substitute response signals 
in anxiety situations, Iba iosrisaD Jauxnal 2f CliDlSJl 
HtBHaSiS, 1968, 207-208. 
Perline, I. H. Group hypnotherapy: A brief survey. 2be 
AS££i£3Q 2Qli£Q3l at Clinical axnaQSiS/ 1968, 12, 267-2707 
RuDin, Verbally suggested responses for reciprocal 
inhibition of anxiety. IQUIDSI a£ S£b.3!£ia£ IbfitafiY 2J3iJ 
EXESli2SDi3l ESY£biail£, 1972, 3, 273-277. 
Russell, R, K., Miller, D# E., S, June, L. N. Group 
cue-controlled relaxation in the treatment of test 
anxiety. SSbaYiax IfcSLaSY, 1974, 5, 572-573. 
Russell, R. Km, & Wise, F. Treatment ot speech anxiety by 
cue-controlled relaxation and desensitization with 
professional and paraprof essional counselors. J2UX1331 &£. 
Cauaselina Estcbalaaz., 1976, 21, 5B3-586. 
Sanders, S. Mutual group hypnosis and smoking. Thq 
iasxicaa layLnal al Clinical izanasis, 1977, 2fi, 131-135. 
Schneck, J. M. Hypnotherapy of a patient vfith an animal 
phobia. iaurnal at Eaxsaus aa3 ti&ulal Qissass* 1952, 
L1&, 48-58. 
Schneck, l. M. Hypnotherapy in a case of claustrophobia 
and its implications for psychotherapy in general. 
Jaurnal af Clinical and EzssEiasnial Hzanasis, 1954, 2, 
251-260. 
Scott, D. L. Treatment of a severe phobia for birds by 
hypnosis. LBS iisxican JanxDal at Ciiuical HYBDSJIS, 
1970, 12, 146-149. 
Scott, E. M. Group therapy for schizophrenic alcoholics in 
a state-operated out-patient clinic. Jb£ iDifilDaiiflaal 
Jamaal af CIiDi£.al and Exasriasaial HY£D2sis, 1966, JJ, 
232-242. 
Scott, M. D., McCroskey, 3. C., & Sheahan, M. E. 
Measuring communication apprehension. Journal, flf 
CaEEUDicatiaa, 1978, 23, 10 4-III. 
Shernan, A. R., Mulac, A., & HcCann, M. J. Synergistic 
effect of self-relaxation and rehearsal feedback in the 
treatment of subjective and behavioral dimensions of 
speech anxiety. tiautQai of Caasuliina and CliBical 
PSYCbalQSY, 1974, 42, 819-827. 
Shor, P.. E., & Orne, E. C. Zh& EaxYard HEQIJ2 Seals £± 
dZfinotic SUSSSSiihiliix*. Ecia A» Palo Alto, California: 
Consulting Psychologists Press, 1962. 
page 62 
Suinn, R. M., Edie, C., Micoletti, J., & Spinelli, R. R. 
Automated short-term desensitization. jJfiiiLQal 111 Col lege 
Student Eetsaaasl, 1973, 14, 471-476. 
Tart, C. T. Self-report scales of hypnotic depth. 2ijs 
IotemaiianaJ Jflyrsal uf SliDical and ExBsriisntji 
Hzaaasis, 1970, is, 105-125. 
Trexler/ L., t. Karst/ T. Rational emotive therapy/ placebo/ 
arid no treatment effects of public speaking anxiety. 
Journal at Abn-oxaal EsKcbfllnaY/ 1972, 12, 60-67. 
Ulett, G. A., Akpinar, S./ Itil/ T. M. Investigation of 
hypnosis utilizing induction by videotape. 
£§££!} °£22!ali£S, 1971/ 12, 259-255. 
Ulett, G. A., Akpinar, S., Itil, T, M. Hypnosis by video 
tape. ibfi iQtEtaatiaEial Journal clinical and 
EKDsrissnial HY2nasi5, 1972, 2Q, 46-51. 
Weissberg, M. Anxiety-inhibiting statements and relaxation 
combined in two cases of speech anxiety. Befravj or 
Ibficaax and ExasEiEsnial Esxcbialti, 1975/ £, 163-1647 
Weissberg/ M. A comparison of direct and vicarious 
treatments of speech anxiety; Desensitization/ 
desensitization with coping imagery/ and cognitive 
modification. Pehgyipf Ib2E22X, 1977, £, 606-620. 
Weitzenhoffer, A. M., & Hilgard, E. R. Stanford Hypnotic 
Suscsalifcilitx Seals* £a£ss & and £• Palo Alto, 
California: Consulting Psychologists Press, 1959. 
Wolpe, J. Isolation of a conditioning procedure as the 
crucial psychotherapeutic factor: A case study. Journal 
af H2E22US aad Hsatal Qisaaas, 1962, 124, 316-329. 
Wright, J. C. A comparison of systematic desensitization 
and social skill acquisition in the modification of a 





PEPSONAL REPORT OF PUBLIC SPEAKING APPREHENSION (PRPSA) 
This instrument is composed of 34 statements concerning 
feelings about communicating with other people. Indicate 
ths degree to which the statements apply to you by marking 
whather you (1) strongly aqree, (2) agree, (3) are 
unlecided, (4) disagree, or (5) strongly disagree with each 
statement. Work quickly, just record your first imoression. 
I. While preparing for giving a speech I feel tense and 
nervous. 
2. I feel tense when I see the words "speech*' and 
"public speech" on a course outline when studying. 
3. My thoughts become confused and jumbled when I am 
giving a speech. 
4. Right after giving a speech I feel that I have had a 
pleasant experience. 
5. I get anxious when I think about a speech coming up. 
6. I have no fear of giving a speech. 
7. Although I an nervous just before starting a speech, 
I soon settle down after starting and feel calm and 
comfortable. 
8. I look forward to giving a speech. 
9. when the instructor announces a speaking assignment 
in class I can feel myself getting tense. 
ID. My hands tremble when I an giving a speech. 
11. I feel relaxed while giving a speech. 
12. I enjoy preparing a speech. 
13. I am in constant fear of forgetting what I prepared 
to say. 
14. I get anxious if soaeone asks me something about ray 
topic that I do not know. 
15. I face the prospect of giving a speech with 
confidence. 
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16. I feel that I at In co«»lete possession of myself 
while giving a speech. 
17. My mind is clear when giving a speech. 
18. I do not dread giving a speech. 
19. I perspire just before starting a speech 
23. My heart beats very fast as I start a speech. 
21. I experience considerable anxiety while sittinq in 
the roosi just before my speech starts. 
22. Certain parts of my body feel very tense and rigid 
while giving a speech. 
23. Realizinq that only a little time remains in a 
speech makes me very tense and anxious. 
24. While giving a speech I know I can control my 
feelings of tension and stress. 
25. I hreathe faster just before starting a speech. 
26. I feel comfortable and relaxed In the hour or so 
just before giving a speech. 
27. I do poorer on speeches because I ara anxious. 
28. I feel anxious when the teacher announces the date 
of a speaking assignment. 
29. ^hen I make a mistake while giving a speech, I find 
it hard to concentrate on the parts that follow. 
33. During an important speech I experience a feeling of 
helplessness building uo inside me. 
31. I have trouble falling asleep the night before a 
speech. 
32. My heart beaats very fast while I present my speech. 
33. I feel anxious while waiting to give my speech. 
34. While giving a speech I get so nervous I forget 
facts I really know. 
Would you be willing to participate in a brief speech 
anxiety treatment program? (Yes) (No) 
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APPENDIX B 
I hereby agree to take part in an experimental treatment 
program being coordinated by Mr. Basil Anton through the 
Clinical Psychology Center. I understand that this 
treatment program has been approved by both the UM 
Institutional Review Board and a committee of faculty 
members at the University of Montana# I further understand 
that I may contact Mr. Anton should I have any questions 
concerning the treatment procedures. 
I understand that I will be required to make short speech 
presentations in order to determine the level of my speech 
an*iousness, and that I will be asked to imagine scenes 
related to <naking speeches during the treatment sessions. I 
further understand that the actual and imagined speeches may 
pose some discomfort to me, hut that the treatment program 
has been designed to hel? alleviate this discomfort and 
reduce my fears of speaking before a group. 
1 understand that the treatment will include the use of 
hy?notic procedures. I further understand that I may 
discontinue my participation in this treatment program at 
any time. 




In the event physical injury results from bio-medical or 
behavioral research the human subject should individually 
seek appropriate medical treatment and shall be entitled to 
reimbursement or compensation consistent with the self 
insurance program for Comprehensive General Liability 
established by the Department of Administration under 
authority of Title 82, Chapter 43, RCW 1947 Section 82-4325. 
In the event of a claim for such physical injury, further 





I lereby agree to take part in a speech anxiety reduction 
program being coordinated by Mr. 9asil Anton through the 
Clinical Dsychology Center. I understand that this program 
will include two pretreat"»ent assessment meetings, three 
treatment sessions, and one posttreatment meeting. I 
further understand the importance of attending all of the 
scheduled assessment and treatment meetings, and I hereby 
agree to do so. 
I understand that I may contact Mr. Anton should I have any 
questions concerning the treatment program. 










PLEASE SUPPLY THE INFORMATION REQUESTED BELQV 
NA*E: •. DATE: 
AGE: SEX: CLASS: 
PRESENT ADDRESS: • 
PHONE: 
Have you ever been hypnotized? Circle: Yes Mo 
If so, please cite the circumstances and describe your 
experiences# 
Mould you be interested in participating in any further 
research involving hypnosis? 
( ) YES ( ) NO 
DO NOT OPEN THIS BOOKLET 
until the examiner specifically instructs you to do so 
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SECTION ON OBJECTIVE, OUTWARD RESPONSES 
Listed below in chronological order are the ten 
specific happenings which aere suggested to you during the 
standard hypnotic procedure. We wish you to estimate 
whether or not you Db3scii22lY responded to these ten 
suggestions, that is, whether or not aa onlooker would have 
observed that you did or did not make certain definite 
responses by certain specific, oredefined criteria. In this 
section we are thus interested in your estimates of your 
QUtHard fcahaxiQt and not in what your IEDSE*. subjectjyg 
££2££ifiB£S of it was like. Later on you will be given an 
opportunity to describe your inner, subjective experience, 
but in this section refer only to the outward behavioral 
responses irrespective of what the experience raay have been 
like subjectively. 
It is understood that your estimates may in sorae cases 
not be as accurate as you night wish theffl to be and that you 
night even have to guess. But we want you to make whatever 
you feel to be your bss£ SSllEaiSS regardless. 
Beneath a description of each of the ten suggestions 
are sets of two responses, labeled A and B. Please 
either A or 8 for each question, whichever you judge to be 
the wore accurate. Please answer SXSXY guestion. Failure 
to give a definite answer to every question may lead to 
disqualification of your record. 
HEAD FALLING 
You were first told to sit up straight in your chair 
for 30 seconds and then to think of your head falling 
forward. Would you estimate that aa j2Ql&Qk££ would have 
observed that your head fell forward at least two inches 
during the tine you were thinking about it happening? 
Circle one: A. "y head fell forward at least two inches. 
B, My head fell forward less than two inches. 
CONTINUE ON NEXT PAGE 
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EVS CLOSURE 
Vou were next told to rest your hands in your lap and 
pick out a spot on either hand as a target and concentrate 
ori it, Vou were then told that your eyelids were becoming 
tired and heavy, would you estimate that an QulflflkfiX would 
have observed that your eyelids had closed (before the time 
you were told to close them deliberately)? 
circle one: A. My eyelids had closed by then. 
HA*D LOWERING (LEFT HAND) 
You were next told to extend your left arm straight out 
an3 feel it becoming heavy as though a weight were pulling 
the hand and arm down. Would you estimate that an 2nl2fl&££ 
would have observed that your hand lowered at least six 
inches (before the time you were told to let your hand down 
deliberatelv)*> 
Circle one: A. My hand ha1 lowered at least six inches by 
then. 
B. My hand had lowered less than six inches by 
then. 
AR» IMMOBILIZATION (RIGHT ARM) 
You were next told how heavy your right hand and arm 
felt and then told to try to lift your hand up. Would you 
estimate that 33 oul22£§£ would have observed that you did 
not lift your hand and arm uo at least one inch (before you 
were told to stop trying)? 
Circle one: A. I did not lift my hand and arm at least one 
inch by then. 
B. I did lift »y hand and arr an inch or more 
by then. 
CONTINUE 3M NEXT PAGE 
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FIMGER LOCK 
Vou were next told to Interlock your fingers, told how 
your fingers would becose tightly interlocked, and then told 
to try to take your hands apart. Vould you estimate that JD 
aaLattkec. would have observed that your fingers were 
incompletely separated (beore you were told to stop trying 
to take them apart)? 
Circle one: ft. My fingers were still Incompletely 
separated by then. 
3. My fingers had completely separated by 
then. 
ARf RIGIDITY (LEFT) 
You were next told to extend your left arm straight out 
and make a fist, told to notice it becoming stiff, and then 
told to try to bend it. Pould you estimate that sq 
would have observed that there was less than two inches of 
ar* bending (before you were told to stop trying)? 
Circle one: A. My arm was bent less than two inches by 
then. 
8. My arm was bent two or more inches by then. 
MOVING HANDS TOGETHER 
You were next told to hold your hands out in front of 
you about a foot apart and then told to imagine a force 
pulling your hands together. ¥ould you estimate that an 
QQlQQ^SI would have observed that your hands were not over 
six inches apart (before you were told to return your hands 
to their resting position)? 
Circle one: A. My hands were not more than six inches 
apart by then. 
B. My hands were still more than six inches 
apart by then. 
CONTINUE ON NEXT PAGE 
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CO**lJ*'ICATION INHIBITION 
Vou were next told to think how hard it might be to 
shake your head to indicate "no"/ and then told to try? 
Would you estimate that jd 2Dlflat21 would have observed you 
to nake a recognizable shake of the head "no"? (that is, 
before you were told to stop trying.) 
Circle one: A. I did not recognizably shake my head wnoM. 
B. I did recognizably shake my head "no". 
EXPERIENCING A FLY 
Vou were next told to become aware of the buzzing of a 
fly which was said to become annoying, and then you were 
told to shoo it away, would you estiaate that an onlooker 
would have observed you wake any grimacing, any movement, 
any outward ackowledgement of an eltect (regardless of what 
it was like subjectively)? 
Circle one: A. I did make some outward acknowledgement. 
B. I did not make any outward acknowledgement. 
EYE CATELSPSY 
You were next told that your evelids were so tightly 
closed that you could not open them, and then you were told 
to try to do so. Would you estimate that an anlQfifcSE would 
haire observed that your eyes remained closed (before you 
were told to stop trying)? 
Circle one: *. My eyes remained closed. 
B. My eyes had opened. 
CONTINUE ON NEXT PAGE 
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YOU MAY REFER TO EARLIER PAGES BUT PLEASE DO NOT WRITE 
ANYTHING FURTHER ON THEM 
SECTION ON INNER, SUBJECTIVE EXPERIENCES 
Regarding the suggestion of EXPERIENCING A FLY — how real 
was it to you? How vividly did you hear and feel it? Did 
you really believe at the time that it was there** Was there 
any doubt about its reality? 
Regarding the two suggestions of HAND LOWERING (LEFT) AND 
HANDS moving TOGETHER — was it subjectively convincing each 
time that the effect was happening entirely by itself? Was 
there any feeling either ti<ne that you were helping it 
along"? 
On the remainder of this page please describe any other of 
your inner, subjective experiences during the procedure 
which you feel to be of interest. 




PERSONAL REPORT OF CONFIDENCE AS A SPEAKER (PRCS) 
This instrument is composed of 30 items regardinq your 
feelings of confidence as a speaker. After each question 
there is a "true" and a "false." Try to decide whether 
"true" or "false" most represents your feelings associated 
with your uost recent speech, then put a circle around the 
"true" or "false." Work quickly and don't spend much time on 
an* one question. We want your first impression on this 
questionnaire. Now go ahead, work quickly, and remember to 
answer every question. 
1. I look forward to an opportunity to speak in public. T F 
2. My hands tremble when I try to handle objects on the 
platform. T F 
3. I am in constant fear of forgetting my speech. T F 
4. Audiences seem friendly when I address thera. T F 
5. While preparing a speech I am in a constant state of 
anxiety. T F 
6. At the conclusion of a speech I feel that I have had 
a pleasant experience. T F 
7. I dislike to use my body and voice expressively. T F 
8. *!y thoughts become confused and jumbled when I speak 
before an audience. T F 
9. I have no fear of facing an audience. T F 
10» Although I am nervous just before getting up I soon 
forget my fears and enjoy the experience. T F 
11. I face the prospect of making a speech with complete 
confidence. T F 
12. I feel that I am in complete possession of myself 
while speaking. T F 
13. I prefer to have notes on the platform in case I 
forget my speech. T F 
14. I like to observe the reactions of my audience to my 
speech. T F 
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15. Although I talk fluently with friends 1 am at a loss 
for words on the platform. T F 
16. I feel relaxed and comfortable while speaking. T F 
17. Although I do not enjoy speaking in public I do not 
particularly dread it. T F 
18. I always avoid spealcing in public if possible. T F 
19. The faces of my audience are blurred when I look at 
them. T F 
2D. I feel disgusted with myself after trying to address 
a group of people. 7 F 
21. I enjoy preparing a talk. T F 
22« My mind is clear when I face an audience. T F 
23. I am fairly fluent. T F 
24. I perspire and tremble just before getting up to 
speak. T F 
25. My posture feels strained and unnatural. T F 
26. I am fearful and tense all the while I am speaking 
before a group of people. T F 
27. I find the prospect of speaking mildly pleasant. f F 
28. It is difficult for sie to calmly search ray mind for 
the right words to express ray thoughts. T F 
29. I am terrified at the thought of speaking before a 
group of people. T F 
33. I have a feeling of alertness in facing an audience. T F 
Page 75 
APPENDIX F 
N A M E  
Provided below is a series of words, each followed by 
opposite adjectives separated by a 7-point scale. Please 
mar* an "X" along each of these scales to indicate your 
feelings at t^e present time. 
FINGERS: straight : : : : : : twisted 
ME: helpless : : : : : : secure 
BREATHING: tight : : : : : loose 
SCR E*: strong : : : : : : weak 
HANDS: wet : : : : : : dry 
TODAY: loose : : : : : : tight 
ME: frightened : : : : : : fearless 
GERMS: deep : ' : : 5 ' shallow 
HANDS: good :_ : : : : : bad 
BREATHING: careful : : : : : carefree 
FINGERS: stiff : : : : : : relaxed 
ME: calm : : : : : : jittery 
HANDS: tight : : : : : : loose 
BREATHING: hot : : : : : cold 
SCREW: loose : : : : : : tight 
ME: carefree : : I 5 : : worried 
ANXIETY: clear : : : : : : hazy 











1 2 3 4 5 6 7 8 
1. Shuffles feet 
2. Extraneous arm 
_• &_feaQi_sQvsasai 
3. Hands restrained 
-
4. Hand tremors 
5. No eye contact 
£»• Face "deadpan1* 
7, Moistens lips 
8. Swallows 
9. Clears throat 
10. Voice quivers 





Please answer the following questions by circling a number 
on each scale: 
(1) How logical does this treatment seem to you, as 
described at the beginning of this session? 
2. 1 1 3 4 5 6. 2 S 2 1ft 
•  9  •  
• « • 
Not at all Moderately Extremely 
Logical Logical Logical 
(2) How confident are you that this treatment will be 
successful in significantly reducing your fear of 
speaking before a group? 
2 1 2 2 ± 5 6 2 fl 2 lfi 
• « • 
• « • 
Not at all Moderately Extrenely 
Confident Confident Confident 
(3) How confident would you be in recommending this 
treatment to a friend who was extremely anxious about 
making speeches? 
2 1 2 1 4 5 £ 2 2 2 ifi 
m m  m  
• • * 
!fot at all Moderately Extremely 





The basic procedures and approximate time schedule for 
ea~h session are presented below: 
S£2Si£D 1 (90 minutes) 
(1) Explanation of rationale and course of 
treatment (10 min.) 
(2) Description of procedures to be followed 
during session (5 min). 
(3) Training in progressive relaxation (60 min.). 
(4) Presentation of neutral imagery (5 rain.). 
(5) Undisturbed relaxation? arousal from relaxed 
state (5 min.). 
(6) Administration of relaxation, visualization, 
and credibility/expectancy-for-improvement 
scales (5 min.). 
Session 2 (90 minutes) 
(1) Description of procedures to be followed (5 
•nin.) • 
(2) Pvelaxation induction (20 rain.). 
(3) Presentation of neutral imagery (5 rain.). 
(4) Presentation of hierachy scenes 1 through 10 
(50 min.}. 
(5) Undisturbed relaxation? arousal from relaxed 
state (5 min.). 
(6) Administration of relaxation and visualization 
scales (5 min.). 
SeSSlSD 2 (90 minutes) 
(1) Description of procedures to be followed (5 
nin.). 
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(2) Relaxation induction (20 min.). 
(3) Presentation of neutral imagery (5 min.). 
(4) Presentation of hierarchy scenes 10 through 18 
(45 sin.). 
(5) Undisturbed relaxation" arousal from relaxed 
state (5 min.). 
(6) Administration of relaxation and visualization 
scales (5 min.)» 
(7) Concluding remarks (5 Bin.). 
Sea Elf is Erflcs&jtss 
Exai30.aI.i2B ra±iflD3is sod caurss si IrsalwsDXa. The 
rationale presented to systeiiatic desensitization subjects 
is a modified version of that presented by Paul (1966) and 
described belo«r: 
The emotional reactions which you experience are a 
result of your previous experiences with people 
and situations. These reactions oftentimes lead 
to feelings of anxiety or tenseness which are 
really inappropriate. Public speaking anxiety is 
a response which not only makes speaking before a 
group unpleasant# but also hinders your ability to 
speak well in these situations. Since perceptions 
of situations occur witbin ourselves, it is 
possible to work with your reactions right here in 
these sessions by having you imagine or visualize 
those situations. 
The specific technigue we will be using is one 
called desensitization. This technigue utilizes 
two main procedures -- relaxation and 
counterconditioning -- to reduce your anxiety. 
The relaxation procedure is based upon years of 
work that was started in the 1930"s by Dr. 
Jacobsen. Dr. Jacobsen developed a method of 
inducing relaxation that can be learned very 
quickly, and which will allow you to become very 
deeply relaxed? probably more deeply relaxed than 
ever before. Of course, the real advantage of 
relaxation is that the muscle system in your body 
cannot be both tense and relaxed at the same time? 
therefore, once you have learned the relaxation 
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technigue# it can be used to counter anxiety, 
tenseness, and feelings like those you experience 
in the speech situation. 
Relaxation alone can be used to reduce anxiety and 
tension, and you will be asked to practice 
relaxation between our meetings. Often, however, 
relaxation is inconvenient to use and really 
doesn't preraanently overcome anxiety. Therefore, 
we combine the relaxation technique with the 
psychological principle of counterconditioning to 
actually desensitize situations so that anxiety no 
longer occurs. 
The way in which we will do this is by utilizing a 
hierarchy of situations related to public speaking 
which range frora the least to the most 
anxiety-provoking. First, however, you will be 
trained in the technigue of progressive 
relaxation. You will see how, this operates in a 
few minutes when we actually begin this training. 
After you have become proficient in this 
technique, we will then start counterconditioning. 
This will be done by having you repeatedly imagine 
the specific situations from the anxiety hierarchy 
while under relaxation. By having you visualize 
very briefly, while you are deeply relaxed, the 
situations that normally arouse anxiety, those 
situations gradually become desensitized so that 
they no longer make you anxious. We start with 
those situations that bother you the least, and 
gradually work up to the speech itself. Since 
each visualization will lower your anxiety to the 
next, a full-fledged anxiety reaction never 
occurs. 
This treatment method has proven to be extremely 
effective in helping people to overcome their 
fears of speaking before a group. 
The rationale described above is presented live by the 
therapist to both the live and automated groups. Subjects 
in the live condition are asked to remain silent during the 
treatment sessions so that tape-recordings of the treatment 
procedures may be made which can later be used to provide 
treatment for other groups. 
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Subjects in the automated condition are presented with 
the following additional statements: 
Several studies have demonstrated these treatment 
procedures to be equally effective when 
administered by means of tape recordings of the 
therapist's instructions. Speech anxiety is a 
very common and widespread problem. The use of 
tape recordings enables larger groups of people to 
be provided with this treatment. You will be 
receiving treatment by the use of such 
tape-recorded instructions. The tapes will 
provide all the information necessary to help you 
significantly reduce your public speaking anxiety. 
liaising iu 2I22I.§2.§iY£ I«1 gallon*. Subjects are 
trained in deep muscle relaxation following the basic 
rationale and procedures recommended by Bernstein and 
Borkovec (1973)/ although abbreviated for presentation in a 
single session. Training begins by a brief description of 
the technique and the modeling of how each muscle group is 
to be tensed. In the live treatment condition, the 
therapist provides the modeling. For the automated group, 
this is presented by the "naive* experimenter. 
The progressive relaxation training follows the 
below-listed sequence of events: 
(1) Subjects' attention is focused on the muscle 
group, 
(2) At a predetermined signal (**^owM), the muscle 
group is tensed. 
(3) Tension is maintained tor a period of 7 
seconds (reduced to 3 seconds for the tensing 
of the feet). 
(4) At a predetermined cue ("O.K., relax"), the 
muscle group is released. 
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(5) Subjects' attention is maintained upon the 
muscle group as it relaxes. 
Subjects go through both the relaxation and 
desensitization proper procedures while lying on a caroeted 
flsor? their head resting on a pillow. To begin the 
relaxation procedure# their legs are extended? their arms 
resting to their sides. They are instructed to close their 
eyes so as to minimize external stimulation. The lights in 
the roo?i are dimmed. 
Provided below is a description of the instructions 
presented during the actual procedure: 
Alright# by making a tight fist I'd like you to 
tense the muscles in the right hand and lower arm, 
flow. Feel the muscles pull? notice what it's 
like to feel tension in these muscles as they pull 
and restain hard and tight. (After 7 seconds:) 
Qx![tx, relax. Just let these muscles go# noticing 
the difference between tension and relaxation, 
focusing on the feeling in this muscle group as it 
becomes more and more relaxed. Pay attention only 
to the sensations of relaxation as the relaxation 
process takes place. (After 30 seconds of 
relaxation:) Alright, again I'd like you to tense 
the muscles in the right hand and lower arm# *!flw» 
Feel the muscles pull? notice how hard and tight 
they feel. (After 7 seconds:) n.*.^relax. Let 
all the tension go# focusing on these muscles as 
they lust relax completely. Experience the 
sensations of deep, complete relaxation flowing 
into these muscles. 
By the above-noted process, each muscle group is tensed 
and relaxed twice. After approximately one minute of 
relaxation following the second tension cycle, subjects are 
given instructions to tense the next muscle group. 
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The training in progressive relaxation is conducted 
during the first treatment session, beginning with the 
sequential tensing and releasing of 16 muscle groups. These 
muscle groups, their tensing instructions, and their order 
of presentation are described below: 
(1) Right hand and forearm (make a tight fist), 
(2) Pight biceps (push elbow down against floor). 
(3) Left hand and forearm (make a tight fist). 
(4) Left biceps (push elbow down against floor). 
(5) Forehead (lift eyebrows as high as possible). 
(6) Upper cheeks and nose (squint and wrinkle 
nose). 
(7) Lo»°.r cheeks and laws (bite hard and pull back 
corners of mouth). 
(8) week and throat (pull chin toward chest and 
keep it from touching chest). 
(9) Chest, shoulders, and upper back (pull 
shoulder blades together; take a deep breath 
and hold it). 
(10) Abdominal region (make stomach hard). 
(11) Pight thigh (lift leg off floor). 
(12) Fight calf (pull toes toward head). 
(13) Right foot (point and curl toes, turning foot 
inward). 
(14) Left thigh (lift leg off floor). 
(15) Left calf (pull toes toward head). 
(16) Left foot (point and curl toes, turning foot 
inward). 
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Following the training sequence noted above, the number 
of nuscle groups is reduced to 7, as described below: 
(1) Right hand and forearm? Right biceps. 
(2) Left hand and forears? Left biceps. 
(3) Forehead? Upper cheeks and nose? Lower 
cheeks and jaws. 
(4) Neck and throat. 
(5) Chest, shoulders, and upper back? Abdominal 
region. 
(5) Right thigh* Right calf? Right foot. 
(7) Left thigh? Left calf? Left foot. 
ErsssaiatiQQ q! nsuiral isaasxs 
Following the induction of relaxation in each session, 
subjects are instructed to visualize a neutral scene — that 
of opening the door to and entering their place of dwelling. 
They are asked to visualize the scene as though they are 
actually experiencing it in the now, rather than viewing it 
from a distance. This scene is presented six tines for 
visualization: twice for 5 seconds, twice for 10 seconds, 
ani twice for 20 seconds. The oeriod of non-visualization 
following each presentatian of the scene is 20 seconds. 
At the conclusion of the initial treatment session, 
subjects are instructed to practice the relaxation technigue 
(7 muscle group sequence) and neutral-scene visualization 
for at least 15 minutes each day during treatment. 
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During the second and third sessions, the neutral-scene 
visualizations are followed by oresentation of hierarchy 
scenes (see Append!* K). Scenes 1 through 10 are presented 
during the second session and scenes 10 through 18 during 
ths third. The presentation of hierarchy scenes follows the 
saie steps and time-sequencing as described above for the 
neutral-scene visualiration. 
AX2U231 from relaxed .slate,. Following a brief period 
of undisturbed relaxation, subjects are aroused back to 
"normal" by counting backwards frora 4 to 1. They are given 
instructions to begin moving their legs and feet at the 
count of 4, their arms and hands at the count of 3, their 
head and neck at the count of 2, and to open their eyes at 





The basic procedures and approximate time schedule for 
ea?h session are presented below: 
S&SElaa L (93 minutes) 
(1) Explanation of rationale and course of 
treatment (10 min.). 
(2) Description of procedures to be followed 
during session (5 sin.) 
(3) Hypnotic induction (15 min.). 
(4) Deepening and cue-aord association (15 min.). 
(5) Competency instructions (10 min.). 
(6) Group Directed Experience (25 win.). 
(7) Undisturbed relaxation* arousal from hypnosis 
(5 min.). 
(8) Administration of relaxation, visualization, 
and credibility/expectancy-for-improvement 
scales (5 min.). 
SeSSiQQ 2 (95 Minutes) 
(1) Description of procedures to be followed 
during session (5 win.). 
(2) Hypnotic induction (15 min.). 
(3) Deepening and cue-word association (15 min.). 
(4) Competency instructions (10 min.). 
(5) Group Directed Experience (35 min.). 
(6) Undisturbed relaxation* arousal from hypnosis 
(5 min.). 
(7) Administration of relaxation and visualization 
scales (5 min.). 
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SessiCQ 3 (90 minutes) 
(1) Description of procedures to be followed 
during session (5 min.), 
(2) Hypnotic induction (15 win.). 
(3) Deepening and cue-word association (15 rain.). 
(4) Competency instructions (ID inin.). 
(5) GTOUD Directed Experience <30 min.), 
(6) Undisturbed relaxation? arousal from hypnosis 
(5 min.). 
(7) administration of relaxation and visualization 
scales (5 min.), 
(8) Concluding remarks (5 rain.). 
5»s£iti£ Erocadutaa 
E£alaD2ti2Q ttl nationals arid Q,2utSS a! treatment. The 
rationale presented to hypno-behavioral treatment subjects 
is a modified version of that presented to the systematic 
desensitization groups, as described below: 
The emotional reactions which you experience are a 
result of your previous experiences with people 
and situations. These reactions oftentimes lead 
to feelings of anxiety or tenseness which are 
really inappropriate. Public speaking anxiety is 
a response which not only makes speaking before a 
group unpleasant, but also hinders your ability to 
speak well in these situations. Since perceptions 
of situations occur within ourselves, it is 
possible to work with your reactions right here in 
these sessions by having you imagine or visualize 
those situations. 
¥& will be using a hypnotherapy treatment which 
utilizes two main procedures under the modality of 
hypnosis — relaxation and counterconditioning — 
to reduce your anxiety. First, we will induce 
hypnosis through a procedure similar to that which 
you experienced at the group meeting the other 
night, We will then deepen this state of hypnosis 
by the use ot suggestive and iraaginal techniques 
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which will allow you to become very deeply 
relaxed? probably more deeply relaxed than ever 
before. Of course, the real advantage of 
relaxation is that the muscle system in your body 
cannot be both tense and relaxed at the same time? 
therefore, once you have achieved this deeply 
relaxed state, it can be used to counter anxiety, 
tenseness, and feelings like those you experience 
in the speech situation. 
Relaxation alone can be used to reduce anxiety and 
tension, and you will be asked to practice 
relaxation between our meetings. Often, however, 
relaxation is inconvenient to use and really 
doesn't permanently overcome anxiety. Therefore, 
we combine the relaxation technique with the 
psychological principle of counterconditioning to 
actually desensitize situations so that anxiety no 
longer occurs. 
The way in which we will do this is by utilizing a 
sequence of scenes related to public speaking. 
First, however, you will be aided in entering 
hypnosis and in achieving a deep state of 
relaxation, you will see how this operates in a 
few minutes when we actually begin this process. 
After you have become proficient in achieving this 
state, we will then begin counterconditioning. 
This will be done by having you imagine public 
speaking situations while in a relaxed, hypnotic 
state. By having you visualize and experience, 
while deeply relaxed, those scenes that normally 
arouse anxiety, the situations will become 
desensitized so that they no longer make you 
anxious. Since you will be able to employ the 
relaxation technique which you will have learned, 
and given suggestions to help you maintain a 
relaxed state, a full-fledged anxiety reaction 
never occurs. 
These treatment techniques, under the modality of 
hypnosis, have proven extremely effective in 
helping people to overcome their fears and 
anxieties. 
The rationale described above is presented live by the 
therapist to both the live and automated groups. Subjects 
in the live condition are asked to remain silent during the 
treatwent sessions so that tape-recordings of the treatment 
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procedures may be made which can later be used to provide 
treatment for other groups* 
Subjects in the automated condition are presented with 
the following additional statenents: 
Several studies have demonstrated hypnotic 
procedures to be equally effective vhen 
administered by means of tape-recordings of the 
therapist's instructions. Speech anxiety is a 
very common and widespread problem. By the use of 
tape recordings/ larger groups of people way be 
provided with treatment. fou will be receiving 
treatment by the use of such tape-recorded 
instructions. The tapes will provide all the 
information necessary to help to significantly 
reduce your public speaking anxiety. 
H£&QQ£IGL The standard induction procedure 
of the HGSHS:A is followed. This is a group induction 
procedure which involves eye fixation and closure/ along 
with sugaestions of relaxation and sleep. Subjects are 
instructed to assume a comfortable position in their chairs 
before this procedure begins. 
Daecaniaa and 3ssQci3liaDs. The deepening 
method entails the use of fractionation/ imaginal, and 
relaxation techniques, following the specific procedures and 
wording of suggestions described by Watkins (Note 1). The 
instructions given for the fractionation procedure are 
presented below: 
When I say an odd number , like one, let yourself 
relax More deeply. Go down into a more profound 
state. However/ when I say an even number/ like 
two, alert yourself slightly? let yourself come 
up a little. But then as soon as I say the next 
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odd number, three, go down even deeper than 
before. Go down and down and continue to relax 
more profoundly until I say the next even number, 
four. Continue this way. Go fJflHB on five. Then 
up a bit on six. CLaaa again further on seven. 
And up, eight. Scan* nine. Op ten. £2jDHJ3/ 
eleven. 
(At this point the word "down" will be emphasized 
strongly and each down suggestion will be followed 
by a few second pause. The word "up" will be 
spoken much more lightly and after each up 
suggestion, a down suggestion will follow almost 
immediately.> 
Twelve-ihic^eeQ. Fourteen-fifteeo. 
sixteen-sffisranlsea- E iahteen-nineteen. 
Tw e n t y - £ w salxrims • 
The imaginal deepening technique employed is a freedom 
from distraction scene — Watkins" "The Summer Day": 
Just imagine that it is a warm summer afternoon 
and you are lying on a green, grassy slope on a 
hillside miles away from where anybody or anything 
could disturb you. It is extremely peaceful. The 
grass is very soft and thick. There are a few 
trees in the distance but the landscape is like a 
meadow, covered with thick, green grass and a few 
wild flowers. It is quiet and the sky overhead is 
a deep, rich blue with only a few soft, fluffy 
clouds floating in it. The sun is beating down, 
and you feel so peaceful, so relaxed, so safe and 
so comfortable that you are allowing yourself to 
drowse more and more. It is as if the only 
thought you have is one which goes round and round 
in your head and says, "deeper relax, deeper 
relax, deeper relax." 
This isaginal scene is directly followed by suggestions 
aifted at intensifying the relaxed state: 
There is a warm, numb feeling beginning to form in 
your forehead just above the eyes. Now it starts 
to spread over the top of your head, into your 
face and all through your head. Your head feels 
warm and heavy. This is like a numb wave of 
warmness that is sweeping down through your body. 
It brings the raost pleasant sensation of heaviness 
Page 91 
an*? relaxation# Now it moves down throuoh your 
neck, and your neck becomes heavy- You make it 
heavy. Heavy, heavy, heavy. This warm, numh, 
heavy feeling now goes through your shoulders and 
down into your arms and hands. They feel like the 
limbs on the trunk of a tree. 
And now this warm, heavy feeling moves into the 
trunk of your body, down through your chest and 
your abdomen, and the trunk o^ your body feels 
warn and heavy. This feeling now drifts down into 
your legs, your thighs, the calves of your legs 
and into your feet, and they, too, feel warm and 
numb and heavy. 
This state of relaxation is then paired with a 
self-produced cue word ("calm*'), following a procedure 
sin liar to that first described by Paul (1966). Subjects 
are instructed to focus their attention on their breathing 
anl to silently repeat the word "cala" with each exhalation. 
Tha therapist repeats the cue word aloud three times in 
synchrony with his own exhalations? the subjects continue 
in this manner. The group members most often pattern their 
breathing after the lead established by the therapist, but 
it is not necessary that they do so (Russell, Miller & June, 
197 4). After approximately 17 pairings (as timed by the 
therapist's own exhalations), subjects are instructed to 
attend to general feelings of relaxation. Pollowing 
approximately one minute of undisturbed relaxation, a second 
set of twenty cue-word pairings is carried out. 
QssneiaDGX instructions*. This procedure entails the 
use of non-specific suggestions patterned closelv after 
those described by Hartland (1976). A sample of the 
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suggestions given is presented below: 
With each passing day# you will sense a greater 
feeling of personal well being ••• a greater 
feeling of personal safety and security, You will 
become much calmer ,,, more composed ••• more 
tranquil. You will be much less easily worried 
••• much less fearful and apprehensive ••• much 
less easily upset. 
As you become more relaxed and less anxious with 
each passing day, you will sense a greater feeling 
of confidence in yourself ••• confidence in your 
ability to achieve your goals ,,, without fear of 
failure without unnecessary worry. 
Stilus 2iC££t£d ExefirisDESa. This procedure is a 
modified version of the "Directed Experience Hypnotic 
Technique#" developed by Gibbons et al, (19*70), The 
suggestions given are patterned closely after those 
presented by Gibbons (1973) for use in the alleviation of 
public speaking anxietf, Subjects are projected into 
situations of standing in front of a college class# about to 
give a speech, K sample of the suggestions given are 
pravided below: 
Now, while you remain very deeply hypnotised# and 
feeling very peaceful and calm, I'm going to count 
to ten# and when I get to ten# you will be 
standing in front of a college class# ready to 
give a two-iainute speech entitled **Why I Came to 
College," 
The feelings of relaxation and tranquility will 
remain with you, You will still be able to hear 
my voice# and in a few moments I will return you 
to the present setting. But until I do so# you 
will mentally be standing in front of a college 
class# about to give a speech. You will silently 
give the speech when I asfc you to# and then I will 
return you to the present setting. 
One, The present scene is beginning to fade now# 
Two, By the time I get to the count of ten# you 
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will be standing in front of a college class# 
about to give a speech. Three. Soon you will be 
there# and the situation will be completely real 
to you. But you will be just as relaxed as 
before# and just as deeply hypnotized. Four. The 
present scene is dimming nore and more now. Soon 
you will be able to visualize the colleqe 
classroom# becoming clearer and more real to you 
with each passing second. Five. Now you can 
begin to see the classroom# and soon it will be 
completely real to you. But as you do# you will 
discover new potentials within yourself for 
relaxation; and you will relax even irore. Six. 
Clearer and clearer now. You can picture the 
scene very clearly nsw. Seven. Soon you will be 
there# feeling just as relaxed as before. Fight. 
Almost there now. nine. Alwost there as the 
scene becomes completely real. Ten. Now you are 
there# about to give a two-roinute speech entitled 
n*hy I Came to College." You're feeling relaxed 
and confident# and in a few moments you will 
silently give the speech and then I will return 
you to the former setting. 
Before you begin your speech, you concentrate on 
your breathing and silently repeat the word "cali" 
with each exhalation. As you do so# you notice 
that you become more and more relaxed ... more 
and *8ore at ease. Because you are relaxed# you 
feel raore confident in your ability to handle the 
situation. And now, feeling totally relaxed and 
confident# you can silently give your two-rolnute 
speech. I'll tell you when the tirce is up. 
(At the end of two minutest) That's fine. Now 
I'll return you to the former setting by counting 
backwards# from ten to one? and by the tine I get 
to the count of one you will be back in the former 
setting# still hypnotized and deeply relaxed. 
Ten# Coming back# now. Nine. The classroom 
scene is fading# disming out of sight. Eight. 
Coming back# coming back. Seven. By the tisje I 
get to the count of one, you will be back in the 
original setting, still deeply hypnotized. Six. 
Soon your location In time and space will be just 
what it was before. Five. Four. Three. ' Almost 
back# now. Two. Alaost back. One. You are back 
in the original setting now# still deeply 
hypnotized and still deeply relaxed. 
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At the conclusion of the directed experience described 
above, subjects are instructed to attend to general feelings 
of relaxation before again being projected into a public 
speaking situation. In the latter directed experience, the 
described situation is somewhat altered, as is the tooic of 
speech ("My Plans for the Future'*). 
ilfllisal fro ID l2Y2D£Sis*. Following a brief period of 
undisturbed relaxation, subjects are aroused from hypnosis 
by counting up to five. It is suggested that at the count 
of five subjects will o?en tfteir eyes, feeling wide awake, 
alert and refreshed. 
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APPENDIX K 
I!)S Standardised SaSSEb AQUifiZ iUstatc^ 
1. The instructor announces in class that oral 
presentations will be due in two weeks# 
2. You are in vour usual Place of study and are reading 
material one week in advance of your speech. 
3. You are in class and discussing the speeches which are 
three days away# 
4. You are in your usual place of study and are writing a 
draft or outline of your speech# two days before it is 
due# 
5. You are practicing your speech alone in your rooa the 
night before# 
6. You are practicing your speech before a friend the 
niqht before your speech. 
7. You are getting dressed the morning of the speech. 
8. It is 3D minutes before your class in which your speech 
is due# You are sitting looking over your notes# 
9# You are walking over to the rooa on the day of the 
speech. 
10. You are entering the room the day of the speech. 
11. You are waiting while another person gives his speech. 
12# It is your turn? you are walking up before the 
audience. 
13. You are in front of the audience? you put your notes 
down in front of you and look up at the audience. 
14. You are in front of the audience. You begin the first 
sentence of your presentation. 
15. You are giving your speech? you look out and see the 
faces in the audience. 
16. You are giving your speech. You make a point# but it 
does not seem to have gone the way you planned. 
17. v0u are giving a speech# Vou lose your place-
IB. You are giving a speech. Vou look out at the audience. 




RELAXATION RATING SCALE 
Please rate the level of relaxation you achieved during the 
appropriate session by circling a number on the scale: 
SES:£IQW 11 
1 L 2 a 4 5 £ 2 fi 9 IS 
• • • 
• • • 
Not at all Moderately Extremely 
Relaxed Relaxed Relaxed 
SSSSiQH *2 
Q. 1 2 2 1 5 £ 2 2 2 11 
« * • 
• * « 
Not at all Moderately Extreraely 
Relaxed Relaxed Relaxed 
SESSIOM *2 
2. 1 2 2 4 5 £ 1 5 5 IS 
• • • 
* • » 
Not at all Moderately Extremely 




VISUALIZATION RATIMG SCALE 
Please rate how clearly you were able to visualize the 
scenes described to you during the approoriate session by 
circling a number on the scale: 
SESSION 21 
2. 1 2 3 J 5 6 2 5 5 10. 
• • • 
* • * 
Not at all Moderately Extremely 
Clearly Clearly Clearly 
SE^siQii £2 
a 1 2 2 4 5_ * 1 3 S 12 
• • • 
• * » 
Not at all Moderately Extremely 
Clearly Clearly Clearly 
SESSION #2 
1 2 2 4 5 t 2 S 3 ia 
• •' • 
• • • 
Not at all Moderately Extreraely 
Clearly Clearly Clearly 
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APPENDIX N 
SalaxaSicn an<3 lisuaiizatiao InsiEuciiaBs 
At least 15 ulnutes each day should be devoted to practicing 
anl developing your relaxation and visualization skills* 
Tha more proficient you become in these procedures# the more 
effective the treatment progran vill be. 
Practice at a time when there is no time pressure. It is 
invortant that you are able to focus your full attention on 
the procedures. Find a place to practice where distractions 
and interruptions are unlikely. 
The rcuscle groups and their tensing instructions are 
described on the next page. By alternately tensing and 
releasing these muscle groups# a deep state of relaxation 
shauld be achieved# Once relaxed# proceed to the 
visualiration procedure. 
Visualise# as vividly as possible# the scene described in 
tha treatment session (opening the door to and entering your 
place of dwelling) or another non-anxiety provoking scene of 
your choosing. Try to visualize the scene as though you 
were actually experiencing it "in the now"# rather than 
viewing it from a distance. Maintain the image for a fev 
seconds# then return your attention to the feelings of 
relaxation in your body* Repeat the scene visualization 
seireral times. 
After completing the procedures described above# arouse 
yourself by slowly counting backwards from 4 to 1. At the 
count of 4# begin to move your legs and feet? at 3# start 
moving your arms and hands# at 2# begin to move your head 
and neck? at 1# open your eyes. 
Page 99 
!5!iS£LS SSQJffiS IEMSIHS ISSiaUCUQMS 
(1) Right hand & forearm .... Make a tight fist 
Right biceps •••••••••••• Push elbow down against floor 
(2) Left hand & forearm ..... (Same as #1 above) 
Left bicet>s ..••••••••••• (Same as #1 above) 
(3) Forehead Lift eyebrows 
as hiqh as possible 
Upper cheeks & nose ••••• Squint & wrinkle nose 
Lower cheeks & jaws ••••• Bite hard Sr 
?ul1 back corners of mouth 
(4) fleck throat Pull chin toward chest R 
keep it from touching chest 
(5) Chest/ shoulders & 
upper back ....••.••••••• Pull shoulder blades together? 
take a deep breath & hold it 
Abdominal region »*ake stomach hard 
(S> Right thigh Lift leg off floor 
Right calf .*••••• Pull toes toward head 
Right foot Point & curl toes, 
turning foot inward 
(7) Left thigh (Same as #6 above) 
Left calf ••••• ....• (Same as #6 above) 
Left foot (Same as #6 above) 
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APPENDIX 0 
Eslasaiian aad SisyaliialiCD Iusiiy£ll°i}s 
At least 15 minutes each day should be devoted to practicing 
and developing your relaxation and visualization skills. 
The nore proficient you become in these procedures# the more 
effective the treatment program will be. 
Practice at a time when there is no time pressure. It is 
invortant that you are able to focus your full attention on 
the procedures. Find a place to practice where distractions 
and interruptions are unlikely. 
Personally recreate the scene described to you in the 
treatment session (lying on the grass on a warm# sunny day) 
or a relaxing scene of your choosing. Try to visualize the 
scene as vividly as possible — as if you were actually 
experiencing it win the now**# rather than viewing it from a 
distance. By doing so# you should achieve a deeply relaxed 
state. 
Once relaxed# and while maintaining the image# focus your 
attention on your breathing and silently repeat the word 
,,cal#,, with each exhalation. Continue in this manner for 
approximately 17 cue-word pairings# then return your 
attention to the feelings of relaxation and the pleasant# 
imagined scene. After approximately one minute of 
undisturbed relaxation# repeat the cue word procedure. 
After completing the process described above# arouse 




N A f E  
Please answer the following questions by circling a number 
on each scale: 
(1) How logical did this treatment orogram seem to you? 
2. 1 2 2 4 5 6 2 g 2 12 
«• • • 
• • « 
Not at all Moderately Extremely 
Logical Logical Logical 
(2) How confident are you that this treatment has been 
successful in significantly reducing your fear of 
speaking before a group? 
2 1 2 3 4 5 & 2 « 2 12 
• • • 
* * « 
Not at all Moderately Extremely 
Confident Confident Confident 
(3) How confident would you be in recommending this 
treatment to a friend who was extremely anxious about 
making speeches? 
1 1 2 2 4 5 £ 2 S 2 12 
• m • 
• • • 
Not at all Moderately Extremely 
Co-vfident Confident Confident 
Plaase estimate the average amount of time per day you spent 
practicing the relaxation/visualization procedures outside 




Analysis of Variance 
Summary Table 
PRCS 
££Li£££S-2lL-Vili;i3DC£ I 1 1 
ir
l SI 
1 1 1 1 1 df_ ErB.at.i2 
* (Blocking Measure)* 56. 32 7 

















































* Each factor's interaction with the blocking 
measure served as the error term for that 
factor. 
**** o < .001 
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TABLE 2 




¥ (Blocking Measure)# 96 .0  4  7 
A (Treatment Method) 
AK 
35 .56  




P (Presentation Mode) 
BK 
370 .56  
179 .81  
1 
7 
2 .06  
AB 
ABIT 
42 .25  
74 .71  
1  
7  
<  1  
J (Assessment Period) 
JK 
3451 .56  
66 .67  
1  
7  
51 .77****  
AJ  
A JK 




<  1  
BJ  
BJ* 
552 .25  
62 .43  
1  
7  
8 .85*  
ABJ 
ABJK 
39 .06  
78 .03  
1  
7  
< 1  
P Each factor's interaction with the blocking 
measure served as the error terra for that 
factor. 
* 2 < ,05 
**** o < »001 
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TABLE 3 
Analysis of Variance 
Summary Table 
TRCL 
SQutcs£_a£_2atlaQcs MS df E-Eaiio 
K (Blocking Measure)# i.014 7 
A (Treatment Method) 0.121 1 < 1 
AK 0.513 7 
B (Presentation Mode) 3.030 1 < 1 
BK 1.426 7 
AB a.910 l < 1 
AB* 0.736 7 
J (Assessment Period) 9.836 1 20.79*** 
JK 3.473 7 
AJ 0.024 1 < 1 
AJfr 0.329 7 
BJ 0.028 1 < 1 
Rjr 0. 263 7 
ABJ 3,033 1 < 1 
ABJK 3.187 7 
# Each factor's interaction with the blocking 
measure served as the error term for that 
factor. 
*** o < .005 
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TABLE 4 
Analyses of Variance Summary Tables 
RELAXATION SCALE 
SQUL££s_al_SaLian<ia MS df E=£atiQ__ 
¥ (Blocking Measure)? 24.71  7  
A (Treatment Method) 
A* 
0.50  
18 .07  
1  
7  
<  1  
B (Presentation wode) 
BK 













SauL5i£s_2£ 2atiaa££ as  _d£ F-2aiiQ 
K (Blocking Measure)f 49.67  7  
A (Treatment Method) 
AK 
124 .03  
31 .53  
1  
7  
3 .93  
B (Presentation Mode) 
RK 
11 .28  












£2urass_2L.2atiaa£:a MS _d£ _Er2ali!i 
K (Blocking Measure)* 125.06  7 
A (Treatment Method) 
AK 
82.88  

















2 .08  
f Each factor's interaction with the blocking 




Analyses of Variance Sumaary Tables 
CREDIBILITy/EXPECTANCY-FIR-IMPROVEMENT: SCALE 1 
S2U£CSS-2l_23ri3D£S MS df F-Ratio 
K (Blocking Measure)# 7.64 7 
A (Treatment Method) 1.13 1 <- 1 
*K 1.98 7 
B (Presentation Mode) 4.50 1 1.15 
BK 3.93 7 
AB 10.13 1 2.85 
ABK" 3.55 7 
CREDIBILITY/EXPECTANCy-FOR-IMPROVEMENT: SCALE 2 
SJ2L'I££5_2£_^3li3D£f —MS. M EzRaiia— 
¥ (Blocking Measure)!* 3.50 7 
A (Treatment Method) 0.78 1 < l 
AK 2.57 7 
B (Presentation Mode) 0.28 1 < l 
5.07 7 
AB 11.28 1 2.59 
AB* 4.35 7 
CREDIBIHTY/EXPECTAHCy-FDR-IHPROVEMENT: SCALE 3 
Soy£c£s_o£_v^£i^nce MS df F-Ratlo 
K (Blocking Measure)# 8.91 7 
A (Treatment Method) 1.13 1 < 1 
A K 5.91 7 
B (Presentation Mode) 8.00 1 2. 38 
8K 3.36 7 
AB 12.50 1 5. 84* 
ABk 2.14 7 
* Each factor's interaction with the blocking 
measure served as the error term for that 
factor. 
* 2 < -35 
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TABLE 6 
Analyses of Variance Summary Tables 
POST-TREATMENT QUESTIONNAIRE! SCALE 1 
SauECL2S_2£_2aLtaQJi£ MS d£ ErBalic., 
K (Blocking Measure)# 
A (Treatment Method) 
AK 














POST-TREATMENT QUESTIONNAIRE: SCALE 2 
£2ii££SS-2£_£aii3D££ !£S <11 E-Ratio 
K (Blocking Measure)# 3.00 
A (Treatment Method) 22.78 1 39.96*** 
AK 0.57 7 
8 (Presentation Mode) 1.53 1 < 1 
RK 4.32 7 
AB 0. 28 1 < 1 
ABK 6.21 7 
POST-TREATMENT QUESTIONNAIRES SCALE 3 
S2UEE.£a_at_vatiaQ££ HS ErBatic 
K (Blocking Measure)# 5.84 7 
A (Treatment Method) 10.13 1 3.40 
AK 2.98 7 
B (Presentation Mode) 4.50 1 1.11 
BK 4.07 7 
AB 4.50 1 1.29 
ABK 3.50 7 
# Each factor's interaction with the blocking 
measure served as the error terra for that 
factor. 
* 2. < .05 
**** B < .001 
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TABLE 7 
Analysis of Variance 
Summary Table 
SUBJECTIVE MEASURE OF HYPNOTIC DEPTH 
SouiCfiS-Ql-SarlaDSs 
* (Blocking Measure)# 
B (Presentation Mode) 
8K 
_MS df ErRatio 
12.82 7 
0.25 1 <1 
1.96 7 
# Each factor's interaction with the blocking 




1 Values Resulting from i-Tests 
Comparing the Overall Means of 
the Control Group and E^ch Treatment Group# 
Treatment PRCS AD TBCL 
I. Systematic Desensitization 
1. Live 
2. Automated 
II. Hypno-Rehavioral Treatment 
1. Live 
2. Automated 
-0 .34  C .C1  -1 .36  
-0. 45 -1.36 -0.64 
•0. 46 -0. 83 -0.52 
•0 .72  -1 .51  -1 .03  
f J-tests were based on pooled estimates of error. 
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TABLE 9 
Means and Standard Deviations for Each Group 
on Dependent Measures 
EECS ID XML 
Treatment Testing Mean SD Mean SD Mean SD 
1, Systematic Desensitii-ation 
1. Live Pre 24. 38 4.90 87. 25 10. 82 2. 2Q 0. 83 
Post 14.63 6.65 76. 50 7. 87 1. 63 0. 38 
2. Automated pre 23.88 3.27 85. 13 7. 00 2. 66 1. 09 
Post 13.88 7.12 65. 75 8. 40 1. 82 0. 78 
Hypno-Pehavioral Treatment 
1. Live Pre 23.50 3.63 81. 38 11. 15 2. 70 0. 70 
Post 13. 63 4. 47 74. 50 11. 35 1. 37 0. 68 
2. Automated Pre 23.63 3.74 85. 63 11. 82 2. 50 0. 93 
Post 9.50 4.50 63. 88 8. 97 1. 68 0. 71 
• • 
1. Control Pre 23.38 4.81 87. 50 8. 26 2. 74 0. 74 
Post 20.75 5.75 76. 13 9. 69 2. 23 0. 66 
2. Pooled Pre 23.84 3.75 84. 84 10. 90 2. 53 0. 87 
Treatpient Post 12.78 5.71 70. 16 10. 37 1. 75 0. 63 





£ Values Resulting fro* Analyses ot Variance 
between Control and Treatment Subjects 
Treatment PRCS AO TBCL 
I. Systematic nesensitization 
1. Live 9.19** <1 < 1 
2. Automated 11.23*** < 1 1.33 
II. Hypno-Behavioral Treatment 
1. Live 9.52** <1 1.27 
2. Automated 23.95**** 4.51 1.21 
III. Pooled Treatment Subjects 
6.32*** 3.29* < 1 
* 2 < .05 
** E < .01 
*** 2 < .005 
**** p < .001 
